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ABSTRACT

Background

The prevalence of mental health and psychosocial problemsin primary care is high. Counselling is a potential treatment for these patients,
but there is a lack of consensus over the effectiveness of this treatment in primary care.

Objectives

To assess the effectiveness and cost effectiveness of counselling for patients with mental health and psychosocial problemsin primary care.

Search methods

To update the review, the following electronic databases were searched: the Cochrane Collaboration Depression, Anxiety and Neurosis
(CCDAN) trials registers (to December 2010), MEDLINE, EMBASE, PsycINFO and the Cochrane Central Register of Controlled Trials (to May
2011).

Selection criteria

Randomised controlled trials of counselling for mental health and psychosocial problems in primary care.

Data collection and analysis

Data were extracted using a standardised data extraction sheet by two reviewers. Trials were rated for quality by two reviewers using
Cochrane risk of bias criteria, to assess the extent to which their design and conduct were likely to have prevented systematic error.
Continuous measures of outcome were combined using standardised mean differences. An overall effect size was calculated for each
outcome with 95% confidence intervals (Cl). Continuous data from different measuring instruments were transformed into a standard
effect size by dividing mean values by standard deviations. Sensitivity analyses were undertaken to test the robustness of the results.
Economic analyses were summarised in narrative form. There was no assessment of adverse events.

Main results

Nine trials were included in the review, involving 1384 randomised participants. Studies varied in risk of bias, although two studies were
identified as being at high risk of selection bias because of problems with concealment of allocation. All studies were from primary care
in the United Kingdom and thus comparability was high. The analysis found significantly greater clinical effectiveness in the counselling
group compared with usual care in terms of mental health outcomes in the short-term (standardised mean difference -0.28, 95% CI -0.43 to
-0.13,n =772, 6 trials) but not in the long-term (standardised mean difference -0.09, 95% Cl -0.27 to 0.10, n = 475, 4 trials), nor on measures
of social function (standardised mean difference -0.09, 95% CI -0.29 to 0.11, n = 386, 3 trials). Levels of satisfaction with counselling were

Counselling for mental health and psychosocial problems in primary care (Review) 1
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


mailto:peter.bower@manchester.ac.uk
https://doi.org/10.1002%2F14651858.CD001025.pub3

: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

high. There was some evidence that the overall costs of counselling and usual care were similar. There were limited comparisons between
counselling and other psychological therapies, medication, or other psychosocial interventions.

Authors' conclusions

Counselling is associated with significantly greater clinical effectiveness in short-term mental health outcomes compared to usual care,
but provides no additional advantages in the long-term. Participants were satisfied with counselling. Although some types of health care
utilisation may be reduced, counselling does not seem to reduce overall healthcare costs. The generalisability of these findings to settings
outside the United Kingdom is unclear.

PLAIN LANGUAGE SUMMARY

Counselling for mental health and psychosocial problems in primary care

Many patients in primary care suffer from mental health and psychosocial problems. These problems often involve feelings of sadness,
nerves or stress. Many of these problems may be due to personal and social problems or reactions to life events such as physical illness
or unemployment.

‘Counselling’ is a recognised psychological therapy that is often provided to such patients. In the United Kingdom, counsellors have often
been employed to deliver psychological therapy to patients in primary care settings. Providing counselling alongside other treatments
such as cognitive behaviour therapy means that patients have greater choice, and that alternatives can be found for patients who either
do not benefit from standard treatments or who do not find them acceptable.

However, recent clinical guidelines in the United Kingdom have highlighted the lack of evidence for counselling compared to other
treatments such as cognitive behaviour therapy, and have not been able to clearly recommend the use of counselling in primary care.

In this review we found nine studies involving counselling in primary care for 1384 participants. There were some problems with the
methodsin some studies. The evidence suggested that counsellingis better than usual general practitioner care in improving mental health
outcomes in the short term, although the advantages are modest. People who receive counselling in primary care from a trained counsellor
are more likely to feel betterimmediately after treatment and be more satisfied than those who receive care from their general practitioner.
However, in the long term, counselling does not seem to be any better than GP care. Although some types of healthcare utilisation may be
reduced, counselling does not seem to reduce overall healthcare costs. There is very limited evidence comparing counselling with other
psychological therapies (2 studies with 272 participants) or with antidepressant medication (1 study with 83 participants).
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BACKGROUND

Description of the condition

The prevalence of mental health and psychosocial problems in
primary care is high (Goldberg 1992, Singleton 2001). These
problems include diagnosed mental health problems such as
depression and anxiety, through to less well defined psychosocial
difficulties or ‘problems in living’ which may be associated with
depression and anxiety symptoms, but may be linked to financial,
domestic or interpersonal pressures.

In the United Kingdom, surveys indicate that around 2.6% of adult
patients in the community would meet diagnostic criteria for a
‘depressive episode’ but the broader category of ‘mixed depression
and anxiety’ would apply to 11.4% (Singleton 2001). When all
‘common mental health disorders’ are included (NICE 2011),
surveys indicate that one in six adults may meet diagnostic criteria
(McManus 2009). ‘Common mental health disorders’ include a
range of conditions, such as depression, anxiety, panic, PTSD
and antenatal and postnatal mental health (NICE 2011). Many of
these disorders are associated with significant impact on health
related quality of life (Murray 1996), social function and economic
outcomes within and outside health care (NICE 2010).

Description of the intervention

The World Health Organisation has outlined reasons why treatment
for mental health and psychosocial problems should be based in
primary care, including the overall burden, the link between mental
and physical health, and the potential for primary care services to
offer accessible, effective and efficient management (WHO 2008).

Despite this potential, there are concerns that service provision
by general practitioners (GPs) and the primary care team for
patients with mental health and psychosocial problems is variable,
sometimes unresponsive to the needs of patients, and not
always achieving the best outcomes for patients (Katon 2000;
Mitchell 2009; Ustun 1995). This may reflect a lack of focus
on the development of primary care mental health services or
limitationsin the training of and resources available to primary care
practitioners (Thompson 2000; WHO 2001; WHO 2008).

There are many different ways of delivering services for mental
health and psychosocial problems (Bower 2005; Cape 2010; Gask
1997). One model involves mental health specialists working
directly in primary care to provide psychological therapies. In
the United Kingdom, developing evidence of clinical effectiveness
(Churchill 2002) and economic benefits (Layard 2006) and patient
preferences for psychological therapies over medication (Priest
1996) has led to this model receiving significant support in health
policy. This in turn has led to the introduction of the Improving
Access to Psychological Therapies (IAPT) initiative (Clark 2009),
which provided funding to develop psychological therapy services
along a stepped care model (NICE 2010). Stepped care provides
a range of treatments of different intensity and cost, designed to
maximise access to care and ensure treatment is commensurate
with severity and capacity for benefit (Bower 2005a). This can
include ‘low intensity’ interventions such as guided self help
(Gellatly 2007), computerised interventions (Kaltenthaler 2006),
exercise, and group psychological therapies. More severely ill
patients or those who fail to benefit from these treatments may

receive medication and conventional ‘high intensity’ psychological
therapies (NICE 2010; NICE 2011).

Evidence for the effectiveness of psychological therapy is generally
focused on cognitive behaviour models, which dominate current
guidelines for the delivery of IAPT and stepped care (NICE 2010).
Nevertheless, a variety of mental health specialists work in
primary care settings to deliver psychological therapy, and this
includes counsellors. The first reports of counsellors working
in primary care in the United Kingdom were published in the
1970s (Anderson 1979; Cohen 1979; Harray 1975). In England and
Wales, at one point between one third and one half of general
practices reported on-site counselling services (Mellor-Clark 2001;
Sibbald 1993). Counsellors come from different professional
backgrounds and use a variety of treatments on a wide range
of clients (Bolger 1989). Counselling in primary care is often
associated with brief treatments (6 to 12 sessions) provided
for a wide range of psychosocial problems, and can involve
a range of different theoretical approaches, including ‘person-
centred’ and ‘psychodynamic and psychoanalytic’ therapies, as
well as ‘integrative’ (involving a mixture of therapeutic strategies,
including cognitive behaviour therapy), ‘systemic’, and ‘supportive’
therapies (Stiles 2006; Stiles 2008).

How the intervention might work

There is an extensive body of literature on the effectiveness of
psychological therapies in a range of mental health disorders
(Chambless 1998; Roth 1996; Weston 2004) although there is less
consensus over the relative effectiveness of different psychological
therapies and the exact mechanisms by which these interventions
achieve their effects (Holmes 2002; Luborsky 1975). Non-directive,
experiential or person-centred approaches share a number of
assumptions about curative mechanisms, including a focus on
enhancing subjective experience during treatment, and the crucial
role of the therapeutic relationship as a platform for change
(Greenberg 1994). Psychodynamic and psychoanalytic counselling
may focus on a range of issues and conflicts, including needs,
drives, relationships and attachments, while cognitive behaviour
counselling considers maladaptive beliefs and behaviours and
may use more structured and directive methods to encourage
change (Churchill 2002; NICE 2010; Roth 1996; Simpson 2000). It
has been suggested that providing such treatments in primary care
will enhance their effectiveness because the primary care setting
enhances access and minimises stigma (WHO 2008).

Why it is important to do this review

Concerns remain as to whether counselling in primary care
represents a cost-effective use of resources, both compared
to usual general practitioner care, and compared to other
psychological therapies such as cognitive-behaviour therapy. Initial
uncontrolled studies (e.g. Anderson 1979; Baker 1998; Booth
1997; Coe 1996; Harray 1975; Keithley 1995; Waydenfeld 1980)
reporting reductions in consultation and prescription rates and
high levels of patient and professional satisfaction were important
in the early development of counselling in primary care. However,
the methodological limitations of these early studies meant
that concerns about the efficacy of counselling in primary care
began to be expressed (Roth 1996). The place of counselling in
stepped care models of treatment delivery is currently unclear.
Providing counselling alongside other treatments such as cognitive
behaviour therapy means that patients potentially have greater
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choice, and that alternatives can be found for patients who either
do not benefit from cognitive behaviour therapy or who do not
find that therapy acceptable. Making services ‘patient-centred’ is
an increasing focus of health policy (Gilbody 2010), and there
is evidence that a significant proportion of patients will choose
psychological therapies such as counselling if provided a choice
(King 2000).

In the United Kingdom, the recent clinical guidelines for
depression published by the National Institute for Health and
Clinical Excellence suggested that professionals should ‘consider
counselling for people with persistent subthreshold depressive
symptoms or mild to moderate depression’ but should ‘discuss with
the person the uncertainty of the effectiveness of counselling...in
treating depression’ (NICE 2010). Such uncertainty is unhelpful for
patients, professionals and commissioners, highlighting the need
for regular and comprehensive summaries of current evidence.

OBJECTIVES

1. To assess the clinical effectiveness of counselling for patients
with mental health and psychosocial problems in primary
care, compared with usual care, other psychological and
psychosocial interventions, and medication

2. To assess current evidence for the resource use, costs and cost-
effectiveness of counselling for patients with mental health and
psychosocial problems in primary care, compared with usual
care, other psychological and psychosocial interventions, and
medication

METHODS

Criteria for considering studies for this review
Types of studies

All randomised controlled trials (RCTs) were considered for
inclusion in the review, including cluster trials, but excluding quasi-
RCTs without randomisation. Many trials of counselling in primary
care are ‘pragmatic’ RCTs, which seek to determine the relative
'value' of treatments as they would be provided in routine care
settings, and seek to increase external validity without significantly
compromising internal validity (Roland 1998). In primary care, this
means that interventions are not highly standardised, so as to
reflect the clinical variation that exists in routine care contexts.
The control group (‘'usual general practitioner care') is the mix
of interventions that patients would usually receive, and may
include interventions similar to counselling (such as referral to
NHS psychological therapy services). Although lack of control over
these aspects of the trial can make interpretation of findings
complicated, the external validity of study findings is increased and
such studies provide a relevant comparison group for estimates of
cost-effectiveness.

Types of participants

Males and females of all ages, consulting a primary care practitioner
with mental health or psychosocial problems considered suitable
for counselling were eligible for the review.

Traditionally, counsellors have worked with people with situational
or life-adjustment problems rather than mental health problems
per se, although referrals will vary depending upon counsellor
expertise, doctor and patient choice and the availability of

alternative mental health services. The review included patients
with a defined diagnosis of a mental health problem (such as
depression or anxiety), those who were defined on the basis of
symptom severity (such as a score on a depression scale) and
those who were referred on the basis of clinician judgment that
the patient had a problem that would benefit from counselling in
primary care. This might include acute or chronic presentations.

Types of setting

Counselling has to be provided in primary care settings in order
to be included in the review. Primary healthcare was defined
by the Alma Ata declaration as ‘essential healthcare based on
practical, scientifically sound and socially acceptable methods
and technology made universally accessible to individuals and
families in the community through their full participation and
at a cost that the community and country can afford to
maintain at every stage of their development in the spirit of
self-reliance and self-determination’ (www.who.int/hpr/NPH/docs/
declaration_almaata.pdf).

Descriptions of the core content of primary care vary (Fry 1994;
Starfield 1992), but key aspects include (a) first contact care,
with direct patient access; (b) care characterised by patient-
centeredness, family orientation, and continuity; (c) a role in the
co-ordination of care; and (d) a gatekeeping function in relation to
access to specialist care.

Counselling interventions in which the counselling was offered in
the patient's own home were included in the review, if the referral
was from a primary care practitioner.

Types of interventions
Experimental conditions

As noted above, counselling is a generic term that can be
used to describe a range of mental health and psychosocial
interventions provided in primary care. The precise boundaries
of counselling interventions for the present review are described
below. For the purposes of the review, counselling was not an
integral component of other mental health care activities (e.g.
nursing, medical care) but constitutes a distinct and separate
treatment intervention, offered as a series of sessions, following
an assessment which generates a therapeutic plan. The definition
of counselling used was derived from the British Association
of Counselling and Psychotherapy (BACP 1992): "Counselling is
the skilled and principled use of relationships which develop
self-knowledge, emotional acceptance and growth, and personal
resources. The overall aim is to live more fully and satisfyingly.
Counselling may be concerned with addressing and resolving
specific problems, making decisions, coping with crises, working
through feelings and inner conflict, orimproving relationships with
others. The counsellor's role is to facilitate the client's work in ways
that respect the client's values, personal resources and capacity for
self determination".

Counselling may be described using a number of specific terms
and may involve a number of different therapeutic techniques,
including non-directive, person-centred and process-experiential
methods, as well as cognitive behavioural and psychodynamic
approaches (DOH 2001; Elliott 2003).

Counselling for mental health and psychosocial problems in primary care (Review) 4
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Counselling may be offered by a variety of professionals
(e.g. counsellors, community nurses, social workers, clinical
psychologists, and primary care professionals). In this review,
there were no specific inclusion or exclusion criteria related to
professional background. However, formal counselling training was
considered essential, to standardise expertise and practice. Only
practitioners with a formal counselling qualification equivalent to
BACP accreditation levels (http://www.bacp.co.uk/accreditation/)
were included in the review.

Comparators

Any relevant comparator was included in the review, categorised as
follows:

(a) usual GP care, which may include ‘no treatment’ or ‘waiting
list’ comparators where it is assumed that patients will have access
to usual GP or primary care services;

(b) medication, which may involve any appropriate medication for
use with mental health or psychosocial problems, but most likely
to include antidepressants or anxiolytic medications;

(c) other psychological therapies, including cognitive behaviour
therapy, interpersonal therapy, psychoanalytic or psychodynamic
therapy, problem solving therapy, provided in individual, group or
self help and computerised formats; and

(d) other psychosocial interventions, including exercise,
alternative therapies (such as acupuncture or yoga) and
organisational interventions such as collaborative care.

Types of outcome measures

Three main types of outcome measure were eligible for inclusion in
the review:

1. mental health symptoms such as depression and anxiety
(primary outcome). Examples of relevant scales include the Beck
Depression Inventory (Beck 1988) and the Symptom Checklist
(Derogatis 1983).

2. social functioning. Examples of relevant scales include the
Social Adjustment Scale (Cooper 1982)

3. patient satisfaction. There is less consensus concerning the
appropriate measures of patient satisfaction, which means that
scales may not be standardised or fully validated.

Both self-report and interviewer-rated measures were eligible
for the review, and measures could use continuous scales or
dichotomous categories. Adverse outcomes and treatment drop
outs were not used as outcome measures.

Health care utilisation and cost data included (a) referrals within
health and social care settings; (b) referrals to external agencies; (c)
medication prescribed; (d) consultations in primary care settings;
(e) costs of lost production (i.e. time lost from work due to illness);
and (f) patient costs (such as travel and child care costs associated
with attending treatment).

Search methods for identification of studies
CCDAN's Specialised Register (CCDANCTR)

The Cochrane Depression, Anxiety and Neurosis Group (CCDAN)
maintain two clinical trials registers at their editorial base in

Bristol, UK, a references register and a studies based register.
The CCDANCTR-References Register contains over 27,000 reports
of trials in depression, anxiety and neurosis. Approximately 65%
of these references have been tagged to individual, coded trials.
The coded trials are held in the CCDANCTR-Studies Register and
records are linked between the two registers through the use
of unique Study ID tags. Coding of trials is based on the EU-
Psi coding manual. Reports of trials for inclusion in the Group's
registers are collated from routine (weekly), generic searches
of MEDLINE, EMBASE and PsycINFO; quarterly searches of the
Cochrane Central Register of Controlled Trials (CENTRAL) and
review specific searches of additional databases. Reports of trials
are also sourced from international trials registers c/o the World
Health Organisation’s trials portal (ICTRP), drug companies, the
hand-searching of key journals, conference proceedings and other
(non-Cochrane) systematic reviews and meta-analyses. Details of
CCDAN's generic search strategies can be found on the Group‘s
website.

Due to the broad nature of the counselling interventions and
the psychological and psychosocial conditions included in the
review, additional searches were performed on MEDLINE, EMBASE,
PsycINFO and CENTRAL.

Electronic searches

The CCDANCTR-Studies and References Registers were searched
(all years) using the following terms:

(counsel* or (supportive and *therap*) or humanistic or "client
cent™ or non-directive or "non directive" or nondirective or
experiential or process-experiential or focus-orient* or "focus
orient™" or "insight orient™" or insight-orient™ or "client orient*" or
client-orient™ or "person cent*" or person-cent* or "person orient*"
or person-orient™ or nonprescriptive or "non prescriptive" or non-
prescriptive or rogerian or (("non specific" or non-specific) and
*therap*))

AND

(“general practice” or GP or “primary care” or “primary health” or
“family practice” or “family health*” or “private practice” or ((family
or community or district or practice*) and (doctor or physician or
practitioner* or nurse)) or “health cent*” or clinic or ambula* or
community or home or rural or ante-natal or antenatal)

Additional, update searches of MEDLINE, EMBASE, PsycINFO and
CENTRAL (2005 to May 2011) can be found in Appendix 1. A
summary of the original search strategies (to 2005) is found in
Appendix 2.

Searching other resources

A published Cochrane review dealing with mental health workers
in primary care (Harkness 2009) and the United Kingdom National
Institute for Health and Clinical Excellence Depression guidelines
(NICE 2010) were also used as sources. All the included and
excluded studies listed in the first review were checked for
additionalrecords, together with the included and excluded studies
dealing with counselling in the clinical guidelines. An additional
cited reference search was conducted on the Web of Science using
all reports of included studies cited in the earlier version of this
review (Dec 2010).

Counselling for mental health and psychosocial problems in primary care (Review) 5
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


http://www.bacp.co.uk/accreditation/
http://apps.who.int/trialsearch/
http://ccdan.cochrane.org/search-strategies-identification-studies

Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Data collection and analysis
Selection of studies

One reviewer (PB) screened the abstracts of all publications
obtained by the updated searches, and a second reviewer (PC
or SK) provided an independent judgment of eligibility from the
abstract or the full paper as required. Disagreement about whether
astudy should be included was resolved by discussion between the
reviewers. Where required, trial authors were contacted for further
information.

Data extraction and management

Data were entered on specially designed data extraction forms
by two reviewers independently (PB, PC and SK). The data on
the forms were collated onto a third form; disagreements were
discussed by the reviewers. The collated data were then entered
into the RevMan software. Missing information was obtained from
trial authors wherever possible. Trials excluded from the review
were listed in the 'excluded studies' section together with their
reason for exclusion.

Assessment of risk of bias in included studies

Methodological quality was assessed according to The Cochrane
Collaboration’s Risk of Bias tool (Higgins 2008). Assessments were
conducted by two reviewers (PB and either PC or SK) working
independently. Disagreements were dealt with by discussion. Risk
of bias data is presented graphically and described in the following
section: Risk of bias in included studies.

The following six domains were considered:

1. Sequence generation: was the allocation sequence adequately
generated?

2. Allocation concealment: was allocation adequately concealed?

3. Blinding of participants, personnel and outcome assessors for
each main outcome or class of outcomes: was knowledge of the
allocated treatment adequately prevented during the study? We
assessed blinding of outcome assessors separately for patient
reported measures, observer measures, and measures of health
care utilisation.

4. Incomplete outcome data for each main outcome or class
of outcomes: were incomplete outcome data adequately
addressed?

5. Selective outcome reporting: are reports of the study free of
suggestion of selective outcome reporting?

6. Other sources of bias: was the study apparently free of other
problems that could put it at a high risk of bias?

A judgement was made for each domain based on the following
three categories:

« low risk of bias
« unclearrisk of bias
« high risk of bias

Measures of treatment effect

Most outcomes used were measured on continuous scales, but
different studies used different outcome measures. In order to
provide an overall measure of treatment effect, all data (even from
identical outcome measures) were translated to a standardised

mean difference by dividing the difference in mean values between
treatment and control group by the pooled standard deviation.
Short-term (one to six months), long-term (7-12 months) and very
long-term data (> 12 months) were analysed separately.

Clinical effectiveness data were analysed using RevMan software.
Generally trials reported multiple outcomes, so the analysis
either used the identified primary outcome measure within
each trial, or the reviewers selected the optimal (i.e. most
widely used and validated) measure of anxiety and depression
symptoms, which make up the bulk of symptoms in patients
in primary care (Goldberg 1987; Goldberg 1992). An overall
estimate of treatment effect was calculated for each outcome
with 95% confidence intervals (negative estimates represent results
favouring counselling).

Unit of analysis issues

As counselling is an individual level intervention aimed at
psychological and behavioural change, non standard designs (such
as cluster randomised and cross-over trials) are not generally
applicable, but would be included if identified. If results of
cluster trials were reported without correction for clustering,
they were adjusted to an effective sample size as outlined in
the Handbook. Studies including multiple treatment groups were
analysed including each pair-wise comparison separately, but
with shared intervention groups divided out approximately evenly
among the comparisons.

Dealing with missing data

Few trials imputed values for missing data and thus the data used
in the review were the scores of participants who successfully
completed follow-up. Where data were missing, contact with
authors would be used initially, followed by imputation of data
where reasonable estimates could be derived from other studies
in the review, or from the wider literature. The effects of any data
imputation would be assessed through sensitivity analysis.

Assessment of heterogeneity

Heterogeneity was assessed to examine whether the variation in
treatment effect between trials was greater than that expected by
sampling variation alone (Sutton 1998). The assessment included
the chi? test for heterogeneity (with its degrees of freedom and P-
value) and the 12 statistic measuring the extent of inconsistency
among results. |2 results were interpreted in line with the current
guidelines in the Cochrane Handbook (Higgins 2008) but there was
no expectation of high levels of heterogeneity and no pre-specified
threshold was set in terms of levels of heterogeneity that would
preclude meta-analysis. Data were analysed by PB.

Assessment of reporting biases

Where sufficient trials were available (ten or more), publication bias
was assessed via funnel plots (Sutton 2000). However, it should be
noted that asymmetric funnel plots are not necessarily caused by
publication bias, so any conclusions drawn were interpreted with
caution.

Data synthesis

The primary analysis used a fixed-effect model, but the data were
also analysed using random-effects models as a sensitivity analysis.
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Economic analysis

Each economic analysis was described narratively using a
structured format which detailed analysis type (e.g. descriptive,
cost minimisation, cost effectiveness, cost utility), utilisation data,
outcome data, duration of follow up, and the main results. In this
section, analyses by the study authors are described in the text as
originally reported. The first author has completed an economic
analysis using individual patient data from some of the included
studies. However, this was an exploratory analysis. The published
results of that individual patient data analysis were reported along
with the individual study results.

Subgroup analysis and investigation of heterogeneity

No subgroup analyses were planned.

Sensitivity analysis

Sensitivity analyses were undertaken to test the robustness of the
results. We explored the following:

« the impact of adopting a fixed effect by comparing it with a
random effects meta-analysis;

« theimpact of excluding trials with different types of populations
and comparisons, identified post hoc through data extraction;
and

« theimpact of excluding trials judged at ‘high risk of bias’.
RESULTS

Description of studies
Results of the search

After removal of duplicates, 1719 references were identified by the
searches. Assessment led to the checking of 87 full texts, and one
new study was included in the review (see flow diagram in Figure 1).
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Figure 1. Study flow diagram for 2011 update of searches

1: CCDAN’s SPECIALIZED REGISTER 2 BIBLIOGRAPHIC DATABASES 3. ADDITIONAL RECORDS
(all years) (2005 - § identified through other
X R . Sources
2. CCDANCTR-Studies = 94 studies Mediine (5703 EMBASE (581
b. CCDANCTR-Refs = 217 references PoYCINFO (425); CENTRAL (308) n=1e
= 1,884 references {unique recorcds)

{UniqUe records)

!

Number records after DUPLICATES REMOYED

Search 13 = 75 studies
(18 already included/excluded) = 115 references

Search 1h = 216 references

Search 2 = 1372 references
(duplicates removed: 108 CCDANCTR, 512 other)

Search 3 = 16 references

Number records SCREENED Number records EXCLUDED
Search 13 = 75 studies Search 1a = 683 studies
= 115 references = 100 references
Search 1b = 216 references Search 10 = 193 references
Search 2 = 1372 references Search 2 = 1339 references
Search 3 = 16 references Search 3 =0 references
ELIGIBILITY: Number Number full-text articles
full-text articles assessed EXCLUDED
Search 1a = 15 references Search 13 = 15 references
(12 studies) (12 studies)
Search 1 = 23 references Search 1bh = 22 references
Search 2 = 33 references Search 2 = 33 references
Search 3 = 16 references Search 3 = 16 references

Number STUDIES INCLUDED in
qualitative synthesis

Search 1a = 0 studies
Search 10 =1 study
Search 2 = 0 studies

Search 3 = 0 studies
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Figure 1. (Continued)

Search 3 = 0 studies

Meta-analysis

Number STUDIES included in

Search 1a = 0 studies
mearch 10 = 0 studies
Search 2 = 0 studies

Search 3 = 0 studies

Included studies

Nine trials were included in the review (Barrowclough 2001; Boot
1994; Chilvers 2001; Friedli 1997; Harvey 1998; Hemmings 1997;
King 2000; Schroer 2009; Simpson 2000) which were described in 16
separate publications.

The ‘Characteristics of included studies’ table details the
characteristics of the trials, including methodological quality, the
characteristics of participants, the characteristics of interventions
and outcome measures.

Types of practitioner

A range of practitioners offered a range of counselling
interventions. In eight of the trials, all the professionals had the
necessary qualifications and experience to be accredited by the
BACP (Barrowclough 2001; Boot 1994; Friedli 1997; Harvey 1998;
Hemmings 1997; King 2000; Schroer 2009; Simpson 2000). In
one trial, it was not clear whether all the included counsellors
met the criteria for BACP accreditation (Chilvers 2001), although
correspondence with the authors indicated that a significant
proportion did, and all were highly experienced. This trial also
included a comparison group other than usual care (see below),
and this trial was initially excluded from the analysis of counselling
versus 'usual care' and the effect of its inclusion examined in
sensitivity analysis.

Types of intervention

The interventions offered were broadly compatible with the
BACP definition of counselling. All trials described therapeutic
interventions with individual clients involving face to face contact
between patient and counsellor. Although there were differences
in the therapeutic models used (e.g. non-directive counselling,
psychodynamic counselling, cognitive-behavioural counselling),
the interventions were considered homogenous for the purposes
of analysis. Planned treatment duration in the studies were as
follows: 8 to 12 sessions (Barrowclough 2001), 6 sessions (Boot
1994), approximately 6 sessions (Chilvers 2001), 6 to 12 sessions
(Friedli 1997), up to 6 sessions (Harvey 1998), 6 sessions (Hemmings
1997), 6 to 12 sessions (King 2000), 12 or 24 sessions (Schroer
2009) and 6 to 12 sessions (Simpson 2000). Most treatments were
delivered weekly and the session length was usually around one
hour.

Types of participants

Criteria for inclusion in terms of disorders were as follows: a
diagnosis of anxiety (Barrowclough 2001), ‘recent stress, crisis,
relationship or family problems, anxiety, depression, bereavement,
sexual difficulties, employment and financial problems’ (Boot
1994), meeting Research Diagnostic Criteria for major depression
(Chilvers 2001), ‘patients with emotional difficulties’ (Friedli 1997),
‘emotional or relationship problems’ (Harvey 1998), ‘anxiety
disorders (including phobic anxiety and obsessive compulsive
disorder); depressive disorders, with the exception of very severe
depression; undifferentiated somatoform disorder, psychosexual
problems, relationship and family problems, bereavement and
substance misuse problems’ (Hemmings 1997), depression or
mixed depression and anxiety (King 2000), depression (Schroer
2009) and chronic depression (Simpson 2000). Two trials restricted
entry to participants meeting a certain level of severity on the
Beck Depression Inventory (King 2000; Simpson 2000), one to
participants meeting a certain level of severity on the Patient Health
Questionnaire (Schroer 2009) and one to participants outside
the normal range on the Beck Anxiety Inventory (Barrowclough
2001). Most trials were limited to adult participants, but one trial
was further restricted to anxious older adults aged 55 or over
(Barrowclough 2001).

In one trial (Simpson 2000), poor recruitment meant that
participants were screened in surgery waiting rooms rather than
referred by the GP. It is possible that these participants would
differ from those in the other trials, possibly having lower levels
of distress (although this was one of the trials that used a severity
criterion) and lower motivation for treatment. In addition, this
trial specifically recruited participants with chronic problems,
defined as problems of six months or more. Some of the other
trials included a mix of acute and chronic problems, although
two specifically excluded chronic patients (Boot 1994, Friedli
1997) As no data were available on the exact mix of acute and
chronic patients in each trial, it was impossible to determine if
the participants in the Simpson trial were qualitatively different.
Nevertheless, the effect of the exclusion of this trial was examined
in sensitivity analysis.

Types of comparison group

The comparison group in one trial was GP antidepressant
treatment, as opposed to usual care (Chilvers 2001). GPs were given
guidelines concerning appropriate antidepressant treatment.
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There were no data available concerning the magnitude of the
differences between GP management of participants in this group
and 'usual care' in the other trials, although correspondence
with the authors suggested that the former involved higher rates
of antidepressant use than usual care, and also involved the
expectation of antidepressants on the part of both participants
and GPs. As stated above, this trial was initially excluded from
the analysis of counselling versus 'usual care' and the effect of its
inclusion examined in sensitivity analysis.

Two trials reported comparisons of counselling with cognitive-
behavioural therapy (Barrowclough 2001; King 2000). One trial
compared counselling with acupuncture as well as with usual care
(Schroer 2009).

Excluded studies

The ‘Characteristics of excluded studies’ table lists those trials that
metsome but not all of the selection criteria for the review, together
with the criteria on which they were excluded.

An author of one study (Schroer 2008) was contacted to discuss data
from that study, and an ongoing follow up study. The ongoing study
is listed in the ‘Characteristics of ongoing studies’ table.

Risk of bias in included studies

A graphical representation of the risk of bias in included studies is
presented in Figure 2 and Figure 3. All studies were at risk of bias,
especially in terms of performance, detection and attrition bias.

Figure 2. Risk of bias graph: review authors' judgements about each risk of bias item presented as percentages

across all included studies.
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Figure 3. Risk of bias summary: review authors' judgements about each risk of bias item for each included study.
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Figure 3. (Continued)
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Generation of random sequence

In three studies (Barrowclough 2001; Boot 1994; Simpson 2000)
there was an adequate description of random sequence generation
and the studies were rated as ‘low risk of bias’ In six studies
(Chilvers 2001; Friedli 1997; Harvey 1998; Hemmings 1997; King
2000; Schroer 2009) there was no explicit mention of how the
sequence was generated and the studies were rated as ‘unclear risk
of bias’.

Allocation

In six studies (Barrowclough 2001; Chilvers 2001; Harvey 1998;
King 2000; Schroer 2009; Simpson 2000) there was an adequate
description of allocation concealment (such as use of ‘sealed,
opaque, numbered envelopes' or central randomisation by
telephone) and the studies were rated as ‘low risk of bias’. One
study reported ‘sealed opaque envelopes’ only and was rated
‘unclear risk of bias’ (Friedli 1997). In two studies, problems with
the allocation were identified by the authors in terms of clinician
allocation behaviour and both studies were rated as ‘high risk of
bias’ (Boot 1994; Hemmings 1997).

Blinding

In all studies there was no blinding of participants and personnel,
and outcome was judged to have likely been influenced by lack
of blinding. All studies were therefore rated as ‘high risk of
bias’ (Barrowclough 2001; Boot 1994; Chilvers 2001; Friedli 1997;
Harvey 1998; Hemmings 1997; King 2000; Schroer 2009; Simpson
2000).

In blinding of outcome assessment, all studies used patient
reported measures, and given the lack of blinding of patients, these
self-reports were judged as ‘high risk of bias’ (Barrowclough 2001;
Boot 1994; Chilvers 2001; Friedli 1997; Harvey 1998; Hemmings
1997; King 2000; Schroer 2009; Simpson 2000).

Two studies used observer measures (Barrowclough 2001; Chilvers
2001) and reported that the assessors for these measures were
blinded, although only one made an attempt to check the adequacy
of the blinding (Chilvers 2001). Both were rated as ‘low risk of bias’
and all other studies received no rating.

Eight studies reported measures of health care utilisation. Six
studies reported either data extraction from medical records, or
a combination of medical records and patient self report, and
were judged as ‘low risk of bias’ (Boot 1994; Chilvers 2001; Harvey

1998; Hemmings 1997; King 2000; Simpson 2000). One study
reported using patient report only and was judged as ‘high risk of
bias’ (Friedli 1997). One study did not report the source of data and
was judged as ‘unclear risk of bias’ (Schroer 2009).

Incomplete outcome data

All studies reported follow up rates, which varied between studies,
and across different follow up points: 56% at six weeks (Boot 1994),
75% at four months (Harvey 1998), 82% and 53% at four and eight
months (Hemmings 1997), 81% and 86% at three and nine months
(Friedli 1997), 91% and 84% at 4 and 12 months and 85% and
78% at 4 and 12 months (King 2000), 89%, 79% and 60% at 6, 12
and 36 months (Simpson 2000), 83% and 63% at 8 weeks and 12
months (Chilvers 2001), 71%, 71% and 73% at 3, 6 and 12 months
(Barrowclough 2001) and 75%, 63% and 45% at 3, 6 and 9 months
(Schroer 2009). However, no studies reported reasons for missing
data by group, and therefore all were judged as ‘unclear risk of bias’.

Selective reporting

Eight studies did not have a protocol available and insufficient
information was available to judge selective reporting, and studies
were judged as ‘unclear risk of bias’ (Barrowclough 2001; Boot
1994; Chilvers 2001; Friedli 1997; Harvey 1998; Hemmings 1997;
King 2000; Simpson 2000). One study was reported in a protocol
paper only, but no outcomes were reported at all as the study was
not designed to test effectiveness, and this study was also judged
as ‘unclear risk of bias’.

Other potential sources of bias

We found no clear evidence of other sources of bias in the nine
studies.

In the previous version of the review, the CCDAN Quality
Rating Scale (QRS) was used to assess study quality. Although
study quality according to the QRS varied on many items,
given the importance of quality of the randomisation, it was
considered crucial that the randomisation procedure may have
been compromised in two trials (Boot 1994; Hemmings 1997).
Therefore the effects of the inclusion and exclusion of these trials
were examined in sensitivity analysis. Those sensitivity analyses
have been retained in the updated review, on the basis that these
trials have been identified as ‘high risk of bias’ in terms of allocation
using the ‘risk of bias’ tool.
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Effects of interventions
Counselling compared with usual GP care

Six studies reported data comparing counselling with usual GP care
(Boot 1994; Friedli 1997; Harvey 1998; Hemmings 1997; King 2000;
Simpson 2000).

Mental health outcomes

There were six trials reporting short-term outcomes and utilising
'usual care' as a comparison (Boot 1994; Friedli 1997; Harvey
1998; Hemmings 1997; King 2000; Simpson 2000). Participants
receiving counselling had significantly better mental health scores
than participants receiving 'usual care' (overall standardised mean
difference (SMD) -0.28, 95% Cl -0.43 to -0.13, n = 772, heterogeneity
chi2=9.46,df =5, p=0.09, 12 =47%) (Analysis 1.1).

There were four trials reporting long-term outcomes and utilising
'usual care' as a comparison (Friedli 1997; Hemmings 1997,
King 2000; Simpson 2000). Participants receiving counselling did
not differ in mental health outcomes compared to participants
receiving 'usual care' (overall SMD -0.09, 95% Cl -0.27 to 0.10, n =
475, heterogeneity chi2=3.93,df=3,p=0.27,12=24%) (Analysis 2.1).

There was one trial reporting very long term outcomes (Simpson
2000). This trial included chronic participants only. Participants
receiving counselling did not differ in terms of mental health than
patients receiving 'usual care' (overall SMD -0.03, 95% CI -0.41 to
0.34,n =109, heterogeneity not applicable) (Analysis 3.1).

Sensitivity analyses

The sensitivity analyses are all outlined in Table 1. The short-
term results were similar when the two trials with inadequate
allocation procedures were excluded (overall SMD -0.27, 95% Cl
-0.45 to -0.09, n = 510, heterogeneity chi2 = 6.31, df = 3, p = 0.10,
12 =52%) (sensitivity analysis 1.1.1, Table 1). The effect size was
slightly reduced when the study using GP antidepressant treatment
was included as ‘usual GP care’ (overall SMD -0.24, 95% CI -0.38
to -0.10, n = 855, heterogeneity chi2 = 11.29, df = 6, p = 0.08,
12 =47%) (sensitivity analysis 1.1.2, Table 1). The superiority of
counselling rose in magnitude when the one study examining
chronic participants only was excluded (overall SMD -0.36, 95% CI
-0.53 t0 -0.19, n = 611, heterogeneity chi2 = 5.45, df =4, p = 0.24, |12
=27%) (sensitivity analysis 1.1.3, Table 1) and when the inadequate
allocation and chronic participant trials were all excluded (overall
SMD-0.41,95% Cl-0.62 t0-0.19, n =349, heterogeneity chi2=1.87, df
=2, p=0.39, 12=0.0%) (sensitivity analysis 1.1.4, Table 1). When the
trial with chronic participants was considered alone, counselling
was no more effective than usual care (overall SMD 0.00, 95% ClI
-0.31 to 0.31, n = 161, heterogeneity not applicable) (sensitivity
analysis 1.1.5, Table 1).

The long-term results were similar when the trial with inadequate
allocation was excluded (overall SMD -0.10, 95% CI -0.31t0 0.10,n =
375, heterogeneity chi2 = 3.78, df =2, p = 0.15, 12 =47%) (sensitivity
analysis 2.1.1, Table 1), when the study using GP antidepressant
treatment was included as ‘usual GP care’ (overall SMD -0.05, 95%
Cl -0.23 to 0.12, n = 540, heterogeneity chi?2 = 4.84, df = 4, p =
0.30, 12 =17%) (sensitivity analysis 2.1.2, Table 1), and when the
study examining chronic patients only was excluded (overall SMD
-0.11, 95% Cl -0.34 to 0.11, n = 332, heterogeneity chi2 = 3.79,

df =2, p = 0.15, 12 =47%) (sensitivity analysis 2.1.3, Table 1) and
when the inadequate allocation and chronic participant trials were
both excluded (overall SMD -0.15, 95% CI -0.40 to 0.11, n = 232,
heterogeneity chi2 = 3.49, df = 1, p = 0.06, 12 =71%) (sensitivity
analysis 2.1.4, Table 1). When the trial with chronic participants
was considered alone, counselling was no more effective than usual
care (overall SMD -0.03, 95% CI -0.36 to 0.30, n = 143, heterogeneity
not applicable) (sensitivity analysis 2.1.5, Table 1).

The results of the random-effects models were similar to the fixed-
effects analyses in terms of the magnitude of the treatment effect
and statistical significance.

There were insufficient trials to assess publication bias via funnel
plots (Sutton 2000).

Social function outcomes

Three trials reported social function outcomes (Friedli 1997; King
2000; Simpson 2000). Participants receiving counselling did not
differ in overall social function compared to participants receiving
'usual care' at either short-term (overall SMD -0.09, 95% Cl -0.29 to
0.11, n = 386, heterogeneity chi squared = 0.58, df =2, p = 0.75, 12
=0.0%) (Analysis 1.2), long-term (overall SMD -0.12, 95% CI -0.33 to
0.08, n = 369, heterogeneity chi2 = 5.49, df = 2, p = 0.06, 12 =64%)
(Analysis 2.2) or very long term (overall SMD -0.18, 95% CI -0.56 to
0.20, n =109, heterogeneity not applicable) (Analysis 3.2).

Satisfaction outcomes

Six trials included measures of participant satisfaction (Boot
1994; Chilvers 2001; Friedli 1997; Hemmings 1997; King 2000;
Schroer 2009), although one only compared satisfaction between
randomised and preference participants (Chilvers 2001) and one
did not report the data collected in the pilot project (Schroer
2009). Two trials reported generally high levels of satisfaction with
counselling treatments but did not compare satisfaction with 'usual
care' directly. The first (Hemmings 1997) used the Counselling
Satisfaction Questionnaire (Corney 1984) to assess levels of
satisfaction for counselled participants. A total of 132 participants
received counselling and 96 completed questionnaires. The
majority (82%) felt that counselling had been helpful; that they had
been understood (80%); been given enough time (83%) and that the
counsellor had been easy to talk to (75%). The second trial (Boot
1994) found that 67 out of 124 participants in the counselling group
and 32 out of 68 participants in the 'usual care' group completed
questionnaires at six weeks post intervention, soliciting their views
of treatment. Significantly more participants in the counselled
group reported that they were satisfied with their treatment and
had enough time to talk. Two trials (Friedli 1997; King 2000) used a
multi-item questionnaire to compare participant satisfaction with
counselling and 'usual care' directly, and both found higher levels
of satisfaction in the counselling group at short and long-term
follow-up.

Counselling compared with medication

One study reported a comparison of counselling with GP
antidepressant treatment (Chilvers 2001).

Mental health outcomes

In the single trial comparing counselling with GP antidepressant
treatment, there were no significant differences in outcome in
either the short (SMD 0.04, 95% CI -0.39 to 0.47, n = 83,
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heterogeneity not applicable) (Analysis 4.1) or long-term (SMD 0.17,
95% CI-0.32 to 0.66, n = 65, heterogeneity not applicable) (Analysis
5.1).

Counselling compared with other psychological therapies

Two trials reported a comparison of counselling with other
psychological therapies, both using cognitive behaviour therapy
(Barrowclough 2001; King 2000)

Mental health outcomes

One trial compared counselling with cognitive behaviour therapy
in depressed participants (King 2000). There were no significant
differences in outcome either in the short (SMD -0.02 95% Cl -0.28
t00.24,n =229, heterogeneity not applicable) (Analysis 6.1) or long-
term (SMD 0.13, 95% Cl -0.14 to 0.41, n = 209, heterogeneity not
applicable) (Analysis 7.1).

One trial compared counselling with cognitive-behaviour therapy
in anxious older participants (Barrowclough 2001). There were no
significant differences in outcome in the short term (SMD 0.53 95%
Cl-0.09 to 1.14, n = 43, heterogeneity not applicable) (Analysis 8.1),
long term (SMD 0.47 95% CI -0.18 to 1.12, n = 39, heterogeneity not
applicable) (Analysis 9.1) or very long term (SMD 0.49, 95% CI -0.16
to 1.14, n = 39, heterogeneity not applicable) (Analysis 10.1).

Counselling compared with other psychosocial interventions

One trial compared counselling and acupuncture but no outcome
data were reported (Schroer 2009).

Tests for heterogeneity

None of the tests for heterogeneity were significant at the p <
0.05 level. The test for heterogeneity approached significance for
two of the main comparisons: the analysis of short-term mental
health outcomes in studies comparing counselling and 'usual
care' (p=0.09, 12 47.2%, moderate heterogeneity, Analysis 1.1)
and analysis of long term social function in studies comparing
counselling and 'usual care' (p = 0.06, 12=63.6%, substantial
heterogeneity, Analysis 2.2).

The test for heterogeneity approached significance in some of the
sensitivity analyses: for the short-term effects on mental health
after the exclusion of the studies at high risk of bias (p = 0.10,
12=52.4%, moderate heterogeneity, sensitivity analysis 1.1.1, Table
1); for the sensitivity analysis of short-term mental health outcomes
in studies comparing counselling and 'usual care' including the
GP antidepressant trial (p=0.08, 12 46.8%, moderate heterogeneity,
sensitivity analysis 1.1.2, Table 1); and in the analysis of long-
term effects on mental health excluding the trials with inadequate
allocation and chronic patients (p = 0.06, 12=71.4%, substantial
heterogeneity, sensitivity analysis 2.1.4, Table 1).

The low power of tests of heterogeneity (Sutton 1998) suggests
some caution in the interpretation of the aggregated results,
although it should be noted that the variation concerns the size of
the treatment effect rather than its direction.

Economic outcomes

Each economic analysis is described according to the following
criteria: analysis type (e.g. utilisation data only, costing, cost
effectiveness, cost utility); the type of utilisation data collected;

outcome measures; duration of follow up; and results (including
sensitivity analyses).

Boot 1994
Analysis type: Health service utilisation only

Utilisation data: Psychotropic drugs, antidepressants, anxiolytics,
referrals to outside agencies for psychiatric or psychological help,
GP consultation rates.

Outcome data: Not applicable.
Duration of follow up: Six weeks.

Results: The counselled group were prescribed significantly fewer
psychotropic drugs during the six week trial period than the usual
care group (counselled patients, n = 17/107 (16%); usual care,
n = 19/60 (32%); chi2 = 4.8; df = 1, P = 0.029). The counselled
group were prescribed less antidepressants (counselled patients,
n = 10/107 (9%); usual care n = 14/60 (23%); chi2 =5; df = 1; P =
0.02). No difference was found between groups in the prescription
of anxiolytic drugs (counselled patients, n = 6 (9%); usual care n =
3 (8%); Fisher's exact test, P = 0.28). The usual care group received
more referrals to outside agencies for psychiatric or psychological
help (counselled group n = 4/107 (4%); GP advice group n = 38/60
(63%); chi2 = 69.4; df = 1; P = 0.000). No difference was found
between groups in GP consultation rates (counselled group 54/107
(51%); usual care 39/60 (65%); chi2=2.7,df=1; P=0.1).

Hemmings 1997
Analysis type: Health service utilisation only

Utilisation data: psychotropic drugs, referrals to outside agencies
for psychiatric or psychological help

Outcome data: Not applicable
Duration of follow up: Four months

Results: 34/116 (25%) of the counselled group received
psychotropic medication, compared with 17 (33%) of the usual
care group. Half the counselled group either stopped or reduced
their medication at four month follow up. In the usual care group,
18/52 (34%) patients had one consultation, 17 (33%) were referred
to external agencies, and six (35%) of whom had been referred to
psychiatric services.

Harvey 1998
Analysis type: Cost minimisation

Utilisation data: medication, primary care and counsellor staff
time, and referral to other health care services (cost years 1992 to
1994).

Outcome data: As there were no differences in outcomes, cost data
were not linked to outcomes

Duration of follow up: Four months

Results: Excluding referral data, costs in the counselled group were
£67.09 and in the usual care group £57.87. When all referrals
were included, costs were £71.21 to £81.23 in the counselled
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group and £89.67 to £109.51 in the usual care group. Sensitivity
analysis examined different methods of estimating referral costs
(e.g. inclusion and exclusion of private referrals). When only mental
health referrals were included, costs were £68.15 to £74.43 in the
counselled group and £67.32 to £83.91 in the usual care group. No
tests of statistical significance.

Friedli 1997
Analysis type: Cost minimisation

Utilisation data: primary care and counsellor staff time, referral to
other health care services, days lost from work, travel and childcare.
Medication costs were included in the estimates of GP consultation
costs (cost years 1995 to 1996).

Outcome data: As there were no differences in outcomes, cost data
were not linked to outcomes.

Duration of follow up: Three months and nine months.

Results: At three months, patients in the usual care group tended
to increase their visits, whereas the counselled group decreased
their visits to the doctor (P = 0.053). At nine months, there
were no differences between groups. No differences were found
between the groups in the prescription of antidepressants at
three months (counselled group 10, usual care group 12). At nine
months, there were no significant differences in total direct costs
(counselled group were £308.63, usual care group £474.30). At
nine months, there were no significant differences in total indirect
costs (counselled group £808.70, usual care group £468.50). At
nine months, there were no significant differences in total overall
costs (counselled group £1191.27, usual care group £963.33).
Sensitivity analysis examined the effects of variation in GP and
counsellor unit costs. Using the patient self-reported number of
counselling sessions made no difference to the results. Use of
revised counsellor unit costs increased the direct costs of the
intervention group by £15.61 per patient, but GP cost sensitivity
analyses not reported.

King 2000
Analysis type: Cost effectiveness and cost minimisation.

Utilisation data: primary care and counsellor staff time, medication
costs, referral to other health care services, days lost from work,
travel and childcare (cost years 1997 to 1998).

Outcome data: BDI.
Duration of follow up: Four and twelve months.

Results: At four months, total direct costs for the counselled group
were £257.5 (standard deviation (SD) 356.7), for the cognitive-
behaviour therapy group £215.5 (SD 108.6) and for the usual
care group £244.0 (SD 597.5). At four months, indirect costs were
£444.4 (SD 1127.2), £286.1 (SD 701.3) and £383.7 (SD £1194.3)
respectively. At four months, there were no significant differencesin
total overall costs (counselled group £701.9 (SD 1228.4); cognitive-
behaviour therapy group £501.6 (SD 715.3), usual care group £627.7
(SD 1359.8)). At 12 months, total direct costs for the counselled
group were £501.4 (SD 614.8), for the cognitive-behaviour therapy
group £448.9 (SD 471.6) and for the usual care group £472.9
(SD 779.3). At 12 months, indirect costs were £897.2 (SD 2336.1),

£1060.5 (SD 1471.1) and £1217.6 (SD 2013.0) respectively. At 12
months, there were no significant differences in total overall
costs (counselled group £1398.6 (SD 2474.1); cognitive-behaviour
therapy group £1060.5 (SD 1471.1), usual care group £1217.6 (SD
2013.0)). Sensitivity analysis examined the effects of variation in
costs of psychological therapy, inclusion of non-attendances at
appointments, use of a national wage rate in the calculation of
indirect costs, and restriction of the analysis to patients with
complete data. It was reported that none of the sensitivity analyses
influenced the main conclusions of the study.

Simpson 2000
Analysis type: Cost minimisation.

Utilisation data: primary care and counsellor staff time, medication
costs, referral to other healthcare services, social care and criminal
justice services (cost years 1997 to 1998).

Outcome data: As there were no differences in outcomes, cost data
were not linked to outcomes.

Duration of follow up: Six and twelve months.

Results: At six months, total service costs in the counselled group
were £633 (SD 1152) and in the usual care group £513 (SD 867),
mean difference £121, 95% Cl -428 to 198. In the period between 6
and 12 months, costs in the counselled group were £384 (SD 520)
andintheusual care group £469 (SD 836), mean difference £86,95%
Cl-149 to 352.

Chilvers 2001

Analysis type: Cost effectiveness, using net mean benefit statistics
and cost effectiveness acceptability curves.

Utilisation data: depression-related health services resources,
including all GP consultations, drugs, use of GP-arranged
counselling, and hospital psychiatric outpatient and inpatient visits
(cost years 1995 to 1996).

Outcome data: psychiatrists blind rating of global outcome (as a
dichotomy), based on Research Diagnostic Criteria, BDl and data in
the GP notes. Duration of follow up: 12 months.

At 12 months, there were no significant differences in total
depression related health services costs (counselled group £301.63
standard error (SE) 37.72, antidepressant group £343.64, SE 61.87).
The probability that antidepressants were more cost effective was
0.75 when one good outcome was valued at £500, and 0.9 when
one good outcome was valued over £2000. Sensitivity analysis
examined the effects of imputing values for randomised patients
with missing outcome data. Assuming good outcomes for patients
with missing data lowered the probability that medication was
cost —effective, whereas assuming poor outcomes in patients with
missing data reduced the cost-effectiveness of medication when
willingness to pay for improved outcomes was lower, but increased
the probability when willingness to pay forimproved outcomes was
higher.

Bower 2003a

Analysis type: Cost effectiveness, based on individual patient data
meta-analysis (Friedli 1997; Harvey 1998; King 2000; and Simpson

Counselling for mental health and psychosocial problems in primary care (Review) 15
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

2000) using net mean benefit statistics and cost effectiveness
acceptability curves .

Utilisation data: GP consultations, psychotropic medication,
referrals (inpatient psychiatry, outpatient psychiatry, practice-
based psychological therapy, community and voluntary
psychological therapy providers) (cost years 1999 to 2000).

Outcome data: BDI.

Duration of follow up: short term and long term (variable in the
included trials, but adjusted to represent 6 month and 12 month
periods).

In the short term, the mean difference in total direct costs between
counselled patients and those in 'usual care' was £92, 95% CI
57 to 126. In the long term, the mean difference in total direct
costs between counselled patients and those in 'usual care' was
£110, 95% CI 38 to 182. The incremental cost-effectiveness ratio
for counselling compared to 'usual care' in the short-term was
£50 per one point improvement on the BDI. The probability that
counselling was cost effective in the long term was over 50% when
a reduction of one point on the BDI was valued at £196, and was
69% when a reduction of one point on the BDI was valued at
£2000. Sensitivity analysis examined duration of GP consultations
and costs of psychological therapy. Differences in total costs were
sensitive to the estimate of consultation length in usual GP care and
estimates of the costs of counselling.

Schroer 2009
Analysis type: Not reported

Utilisation data: Primary and secondary healthcare services,
private sector health services, additional complementary
therapies, all contacts with acupuncture practitioners, counsellors,
medications (prescribed and over-the-counter), herbs and
remedies.

Outcome data: BDI.

Duration of follow up: short term and long term.
Data not reported

DISCUSSION

Summary of main results

The updated review added only one study (Schroer 2009), which
was a pilot study prior to a fuller trial (listed in the ‘Characteristics
of ongoing studies’ table). Although outcome data were collected
as part of this pilot, they were not included in the published paper,
and correspondence with one of the authors suggested that the
study was not designed as an assessment of effectiveness and thus
the outcomes from the pilot should not be included in the meta-
analysis. There were therefore no major changes to the overall
conclusions of the review.

In summary, there is evidence that counselling is more effective
than usual care in terms of mental health outcomes in the short
term (standardised mean difference (SMD) -0.28, 95% CI -0.43 to
-0.13, n = 772, 6 trials). However, these advantages do not endure
in the longer term (SMD -0.09, 95% CI -0.27 to 0.10, n = 475, 4
trials). Counselling may not differ in effectiveness from medication

and cognitive-behavioural therapy, although the precision of these
estimates (especially differences in outcomes between cognitive-
behavioural therapy and counselling in older patients with anxiety)
are necessarily limited. Counselling may be associated with some
reductions in aspects of health service utilisation in the United
Kingdom, but overall costs did not seem to be reduced, and may
be increased, based on the individual patient data analysis across
several of the included studies, conducted outside the Cochrane
review (Bower 2003a). Participants were generally satisfied with
counselling in primary care, but any benéefits of counselling did not
seem to extend to measures of social function.

Issues of relevance to the interpretation of the review are
considered below.

Types of participants

Clinical diagnosis was not a factor in selecting and recruiting
participantsin a number of trials included in this review. It has been
argued that studies lacking confirmation of caseness or diagnosis
are limited, since outcomes cannot be divorced from the natural
history of a condition (Hughes 1998). Lack of diagnostic assessment
has meant that some studies included in the review have been
excluded by clinical guidelines, because not all participants have
a confirmed diagnosis (NICE 2010). While it is possible that
interventions targeted to a specific diagnostic group may be more
likely to demonstrate positive outcomes (Roth 1996), such trials
may not accurately reflect how psychological therapies such as
counselling are delivered in routine primary care, where GPs may
be more likely to consider the frequency and severity of symptoms
or problems than diagnosis (King 1998).

In terms of severity at baseline, the most frequently used measure
in the included studies was the Beck Depression Inventory, and
the baseline scores in trials using that measure were around
20 (Friedli 1997.Simpson 2000), 26 (King 2000) and 27 (Chilvers
2001). An examination of baseline scores found in studies of
cognitive behaviour therapy for diagnosed major depression found
in the United Kingdom NICE depression guidelines (NICE 2010)
and other sources found baseline scores that were not dissimilar:
24 (Blackburn 1981), 27 (Elkin 1989), 29 (Scott 1997). However, it
was more difficult to compare other studies included in the review
which used different outcomes, and there may be other differences
between patients with similar symptom scores but different rates
of diagnosed disorder (e.g. duration of disorder).

Generally GPs were encouraged to recruit all participants they
considered suitable for counselling, but they may have been
reluctant to recruit some participants to the study, and some
authors reported that gathering information on such participants
from GPs is difficult (Friedli 1997; Harvey 1998; King 2000). While
it is inappropriate to assume that patients participating in these
trials were representative of eligible patients generally, all the
included trials used similar procedures, so they can reasonably
be combined. Nevertheless, caution must be exercised when
generalising the results to the wider population of patients in
primary care. The new study included in the updated review used
referral from primary care practitioners and recruitment of cases
through computerised primary care databases (Schroer 2009).
Such searches are increasingly used to recruit depressed patients
in primary care and can be more efficient. However, such methods
potentially access a different population of patients from those
recruited by the GP.
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Types of interventions

There is a tension in the present review between the international
nature of a Cochrane review, and the topic of 'counselling in
primary care', which has developed largely within the context
of health care in the United Kingdom. The use of definitions of
counselling and accreditation criteria based on a single national
organisation creates a number of difficulties. First, the results of
the review may not be generalisable to other healthcare contexts.
Second, it is not clear whether the inclusion criteria developed for
the review will be appropriate if trials are identified from other
countries. Finally, the inclusion or exclusion of particular therapies
has not been made on the basis of empirically justified criteria. For
example, a therapist in one trial (Hemmings 1997) was reported as
having trained in cognitive analytic therapy, which is not generally
seen as a mainstream form of counselling. However, the counsellors
inthistrialdid meet the BACP criteria and the author confirmed that
the interventions offered were consistent with the BACP definition
of counselling.

At present, the literature on counselling in primary care is largely
restricted to the United Kingdom, as studies in the United States
have tended to focus more on defined therapies such as cognitive
behaviour therapy and interpersonal therapy. At present, the
results of the review are more clearly applicable to the United
Kingdom health care system.

None of the trials attempted to standardise 'usual care', and the
GP interventions were monitored only from the perspective of
gathering health service utilisation data. While some information
about medication and referrals was available, there are no other
details of the therapeutic encounter between GPs and their
patients. Again, it is possible GPs were offering a sympathetic
listening approach and that the interventions of counsellors and
GPs were somewhat similar (Tylee 1998).

The practices and GPs recruited to the studies were volunteers
rather than a random sample. The doctors who participated may
have been particularly interested in the research question and
may have used therapeutic techniques to a greater extent than is
usual, thus reducing the additional effect of counselling (Friedli
1997). In addition, in one trial (Hemmings 1997), GPs participated
in an Action Learning programme, in which they learned about
counselling and counselling skills. This may have influenced their
consultation style and referral practices.

Types of outcomes

Almost all the outcomes were reported in terms of continuous
scales, which may provide a more accurate and sensitive
assessment of outcomes than dichotomising outcomes, but can
make interpretation more difficult. The current study used the
standardised effect size as a useful summary measure, which has
also been used in major meta-analyses in the general psychological
therapy literature. There are a number of ways of interpreting such
an effect. Assuming that the scores of the treatment and control
groups correspond to a normal distribution, effect sizes can be
converted into percentiles (Roth 1996). The effect size of -0.28
found in the main short term comparison (Analysis 1.1) is relatively
modest, and indicates that the average treated patient had a score
approximately at the 60th percentile of scores for the untreated
group. If the treatment had no effect, the scores of the average
treated patient would be at the 50th percentile of scores (Roth
1996). A standardised mean difference can also be converted to an

estimate of number needed to treat (NNT) if certain assumptions
are upheld, and the present estimate would represent an NNT of
around 6 (Kraemer 2006). Finally, of those studies in the review
which used the Beck Depression Inventory, the pooled standard
deviations of scores at short term follow up was 9.3, and an effect
size of -0.28 would represent a reduction of around 2.6 on that scale
associated with the provision of counselling.

Comparisons with the effects of alternative treatments in other
reviews is problematic, as differences may relate to variation in
study settings, patient populations and study quality. However, it
should be noted that the effect size reported in the current review
is not markedly different from those reported in other published
meta-analyses of psychological and organisational interventions
for depression, where they have been restricted to primary care
settings (Bortolotti 2008; Cape 2010; Gilbody 2006).

Participants allocated to counselling tended to be satisfied with
the help they received from counsellors, and more satisfied than
those who remained under 'usual care'. However, satisfaction is
not necessarily related to outcome, and satisfaction measures
are open to response bias associated with the trial, such as a
desire to please the therapist, and to be seen as a polite and
courteous person (Hemmings 1997). The comparison of counsellors
and GPs is also confounded with the time available to the two
types of professionals: differences in satisfaction may be reduced
or disappear entirely if both professionals were able to provide 50
minute sessions. Although patient satisfaction is increasingly seen
as an important outcome in its own right, its status as a factor in
decision-making about treatment provision in clinical guidelines is
more ambiguous.

The analysis of economic outcomes was complicated by the range
of different analytic techniques used, ranging from simple analyses
of health service utilisation through more sophisticated net mean
benefit calculations and cost-effectiveness acceptability curves.
Given the difficulty of synthesising results across all the included
studies, the included individual patient data analysis (Bower
2003a) may represent the best current estimate of the effects of
counselling on costs. The data would suggest that counselling
is associated with an increase in costs, although that finding is
sensitive to assumptions made in the analysis. Whether those cost
increases are justified is dependent on the value placed on the
significant though modest benéefits in patient outcomes.

Overall completeness and applicability of evidence

Although the review was concerned with mental health and
psychosocial problems, and the studies included participants
considered relevant for counselling by general practitioners, the
primary outcome assessed was usually depression, and the impact
of counselling on other outcomes is less well understood. As
highlighted above, the topic of 'counselling in primary care' has
developed largely within the context of health care in the United
Kingdom and the evidence available is restricted to this setting.

Quality of the evidence

The review included nine studies and 1384 randomised patients,
allowing estimates of the short term effects of counselling on
mental health with a reasonable degree of precision, although
the confidence intervals included effects which may not represent
a clinically significant impact. There is clearly scope for further
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studies to improve the precision of estimates, allow estimation of
the long-term benefits of counselling, and to explore effectiveness
in different patient populations and against different comparator
treatments. The review has identified methodological limitations
in the studies, although some of these (i.e. blinding) reflect
difficulties in applying methodological safeguards in the context
of psychological therapy generally, rather than weaknesses of the
studies included in the review. Patient self-reported measures used
with patients who are unblinded to their treatment were judged
as being at high risk of bias in the current review, although some
researchers question whether such measures are as vulnerable to
bias as unblinded observer measures (Friedli 1997). However, given
the consistency of the rating across studies, this would be unlikely
to have a substantive effect on the results of the review.

Potential biases in the review process

The definitions of counselling adopted in the review represent the
United Kingdom context which means that relevant international
evidence may have been excluded, although the list of
excluded studies did not appear to include studies that were
excluded arbitrarily. Sensitivity analyses on types of interventions,
populations and on quality were based on issues identified during
the review, rather than being pre-specified, which may have
introduced bias. The identified economic analyses were not subject
to formal critical appraisal and, as such, it is important to consider
that in drawing conclusions about relative resource use, costs or
efficiency of counselling in primary care compared with usual care.

Agreements and disagreements with other studies or
reviews

As noted previously, the short term effects of counselling reported
in the current review are not markedly dissimilar to those
reported in other published meta-analyses of psychological and
organisational interventions for depression, where they have
been restricted to primary care settings. For example, cognitive
behaviour therapy demonstrates an effect size of -0.33 (95% ClI
-0.60 to -0.06, 4 studies) in depression and -0.26 (95% CI -0.44 to
-0.08, 2 studies) in mixed anxiety and depression, while problem
solving treatment demonstrates an effect of -0.26 (95% CI -0.49
to -0.03, 6 studies) in depression and -0.17 (95% Cl -0.41 to 0.07,
6 studies) in mixed anxiety and depression (Cape 2010). A large
review of collaborative care interventions in primary care (Gilbody
2006) demonstrated an effect size of -0.25 (95% Cl -0.18 to -0.32,
35 studies). Another review of psychological treatments in primary
care reported an effect size of -0.42 (95% CI -0.59 to -0.26, 6 studies)
for major depression (Bortolotti 2008)

It has been suggested that counsellors working in primary care can
lead to a reduction in health service utilisation, including fewer
referrals to psychiatric services, fewer prescriptions and fewer
GP consultations. Another Cochrane review which included some
of the studies from the present review among a larger data set
suggested that this may occur for mental health professionals
generally, but that the effects are limited in scope and consistency
(Harkness 2009). The current data reflected the findings of the
wider review, as there was some evidence that modest reductions
in health service utilisation did take place. Some studies suggested
that the provision of counselling was not associated with increased
costs, but such analyses are hampered by small sample sizes
(Briggs 2000) and the finding of no differences in costs must be
interpreted cautiously, particularly since the exploratory individual

patient data meta analysis indicated that the costs associated
with counselling may be higher, which supports the argument that
previous analyses were underpowered (Bower 2003a).

AUTHORS' CONCLUSIONS

Implications for practice

Although the exact estimate of effect size depends on the trials
included in the analysis, the results demonstrate some consistency
in suggesting that counselling is significantly more effective in
reducing mental health symptoms in the short-term, but appears
to provide no additional advantage in the long-term.

The implication of this finding for the provision of counselling
in current stepped care models depends fundamentally on the
importance attached the size of the short-term effect, and the
comparison with the effects found in relation to alternative
treatments, especially cognitive behaviour therapy. Although some
reviews suggest that the overall effects of different therapies are
similar in primary care settings (Cape 2010), evidence reviews
undertaken for clinical guidelines in the United Kingdom are
not generally restricted to a single setting such as primary care
(NICE 2010). There is some evidence that treatments provided
in primary care may demonstrate smaller effects than those in
secondary settings (Raine 2002) although it is not clear whether
this represents differences in patients, treatments or study quality
(Churchill 2002).

The results can only be generalised to similar patients and
counsellors. This means that the evidence is restricted to
counsellors with BACP accreditation or equivalent. Some of the
trials have been restricted to patients with a certain level of
disorder, such as a threshold score on the Beck Depression
Inventory or Patient Health Questionnaire (King 2000; Schroer
2009; Simpson 2000). Although such severity scores may not be
generally available to practitioners in all contexts, such measures
are incentivised for use in some primary care settings such as the
United Kingdom (Kendrick 2009).

Factors predicting which patients benefit most from counselling
and other psychological therapies in primary care are not well
understood at present. The United Kingdom Department of
Health guidelines suggest that age, sex, social class and ethnicity
should not determine access to psychological therapies such as
counselling (DOH 2001).

The current evidence suggests that provision of counselling may
make a useful addition to primary care services alongside other
mental health treatments. Commissioners of services can use the
information contained in this review to assist in decision-making
about current and future service provision.

The ongoing trial identified in this updated review will add
significantly to the evidence base for counselling when it reports in
the next 18 to 24 months. The trial has randomised 755 participants
between counselling, acupuncture and usual care.

Implications for research

Although pragmatic trials do not attempt to instigate the highest
levels of experimental control, it is important that studies
adequately describe the participants, treatments and other factors
that are involved in the trial. For example, although 'patients
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suitable for counselling' is a pragmatic criterion for entry to
a trial, it would still be helpful to provide information on all
types of problems that were eventually referred (e.g. diagnoses).
Equally, although treatments may not be highly standardised, it
is important to know that treatments were distinct, which may
require more extensive descriptive work (especially of the content
of GP care) or use of validated rating scales of therapy content (King
2000). Data extraction and quality ratings in the review would be
improved if sufficient information on key methodological details
were always provided, and the importance of concealment of
allocation suggests that routine use of an external randomisation
agency is justified.

Although the review provides information on comparisons
between counselling and three other treatments (usual care, GP
antidepressant treatment and cognitive behaviour therapy), the
evidence is limited with respect to two of those treatments. Given
the importance of cognitive behaviour therapy in current delivery
of care for depression and other mental health problems, there
is clearly a need to further assess the comparative effectiveness
of counselling and cognitive behaviour therapy to increase the
precision of the current estimate, and there is scope to compare
counselling with other psychological therapy treatments, such
as problem-solving (Mynors-Wallis 1997) or interpersonal therapy
(Schulberg 1996) and the new generation of guided self-help
treatments (Gellatly 2007). The ongoing trial identified in this
updated review is assessing the effectiveness of counselling against
both usual general practitioner care and acupuncture (Schroer
2009). As outlined in the introduction, extending the evidence
base in this way would have the potential to increase patient
choice about psychological therapies, if other interventions are
demonstrated to be effective. Questions about the importance of
patient preferences as determinants of outcome also remain (King
2005), although there are significant methodological barriers to the
assessment of the effects of preferences (Torgerson 1996).

Research into the long-term outcome of patients treated with
psychologicaltherapiesis a key priority. Although one trialincluded
outcomes at 36 months (Simpson 2000), this was in a population
of chronically ill patients who did not demonstrate gains in
the short term. More research is required into the long-term
clinical and economic impacts of psychological therapies such as
counselling, although the methodological and logistical challenges
are significant.

ACKNOWLEDGEMENTS

In relation to the 2011 updated version of the review, the reviewers
would like to thank Sarah Dawson (CCDAN Trials Search Co-

ordinator) for her expert advice, and Chris Champion, Managing
Editor, CCDAN Group for general support and advice.

This updated review was supported by the NIHR Cochrane Review
Incentive Scheme 2010

In relation to previous updates of the review, the reviewers would
like to thank Hugh McGuire, previous CCDAN Trials Search Co-
ordinator, and Professor Robert Elliott for their assistance in
searching for relevant studies.

In relation to previous versions of the review, the reviewers would
like to thank:

Three anonymous referees for their helpful and constructive
comments on an earlier draft of the review.

lan Russell and Christine Godfrey (University of York), for providing
funding and support. Phil Young (University of York) for providing
statistical advice.

Rachel Churchill (CCDAN) for editorial and statistical advice
respectively.

Janette Colclough and Julie Glanville (University of York), Hugh
McGuire (CCDAN) and Graham Curtis Jenkins (Counselling in
Primary Care Trust) for assistance and advice on searching
electronic databases.

Adrian Hemmings (University of Sussex), lan Harvey (University
of East Anglia), Mike King (Royal Free Hospital, London) and Ros
Corney (University of Greenwich) for providing unpublished data.

M Blanchard (Queen Mary Hospital, London), Teresa Turk (GP,
London) and Brigitte Wickberg (University of Goteborg, Sweden) for
providing further information on their published studies.

Many people responded to requests for published or unpublished
papers:

Carlo Berti (England), Ginny Brunton (Canada), Gillian Butler
(England), J Catalan (England), John Cox (England), Graham
Curtis Jenkins (England), John Geddes (England), Sarah Gibson
(England), Virginia Gretton (England), Phillipa Hay (Australia), Keith
Hawton (England), Alexander McFarlane (Australia), Eugene Paykel
(England), Tony Roth (England), Herbert Schulberg (America), Jan
Scott (England), Simon Wessely (England).

Counselling for mental health and psychosocial problems in primary care (Review) 19
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

REFERENCES

References to studies included in this review

Barrowclough 2001 {published data only}

Barrowclough C, King P, Colville J, Russell E, Burns A, Tarrier N.

Arandomized trial of the effectiveness of cognitive-behavioral
therapy and supportive counselling for anxiety symptoms in
older adults. Journal of Consulting and Clinical Psychology
2001;69(5):756-62.

Boot 1994 {published data only}

* Boot D, Gillies P, Fenelon J, Reubin R, Wilkins M, Gray P.
Evaluation of the short-term impact of counselling in general
practice. Patient Education and Counselling 1994;24:79-89.

Chilvers 2001 {published data only}

Bedi N, Chilvers C, Churchill R, Dewey M, Duggan C, Fielding K,
et al. Assessing effectiveness of treatment of depression in
primary care: partially randomised preference trial. British
Journal of Psychiatry 2000;177:312-8.

* Chilvers C, Dewey M, Fielding K, Gretton V, Miller P, Palmer B,
et al. Antidepressant drugs and generic counselling for
treatment of major depression in primary care: randomised
trial with patient preference arms. British Medical Journal
2001;322:772-5.

Miller P, Chilvers C, Dewey M, Fielding K, Gretton V, Palmer B, et
al. Counseling versus antidepressant therapy for the treatment

of mild to moderate depression in primary care: economic
analysis. International Journal of Technology Assessment in
Health Care 2003;19(1):80-90.

Friedli 1997 {published data only}

Friedli K, King M, Lloyd M. The economics of employing
a counsellor in general practice: analysis of data from a

randomised controlled trial. British Journal of General Practice

2000,50:276-83.

* Friedli K, King M, Lloyd M, Horder J. Randomised controlled
assessment of non-directive psychotherapy versus routine
general-practitioner care. Lancet 1997;350:1662-5.

Harvey 1998 {published data only}

Harvey I, Nelson S, Lyons R, Unwin C, Monaghan S, Peters T.

A randomized controlled trial and economic evaluation of
counselling in primary care. British Journal of General Practice
1998;48:1043-8.

Hemmings 1997 {published data only}

* Hemmings A. Counselling in primary care: a randomised
controlled trial. Patient Education and Counselling
1997;32:219-30.

King 2000 {published data only}

Bower P, Byford S, Sibbald B, Ward E, King M, Lloyd M, et al.
Randomised controlled trial of non-directive counselling,
cognitive-behaviour therapy and usual GP care for patients
with depression. II: Cost effectiveness. British Medical Journal
2000;321:1389-92.

* King M, Sibbald B, Ward E, Bower P, Lloyd M, Gabbay M, et

al. Randomised controlled trial of non-directive counselling,
cognitive-behaviour therapy and usual general practitioner
care in the management of depression as well as mixed anxiety
and depression in primary care. Health Technology Assessment
2000;4(19):1-83.

Ward E, King M, Lloyd M, Bower P, Sibbald B, Farrelly S, et al.
Randomised controlled trial of non-directive counselling,
cognitive-behaviour therapy and usual GP care for patients
with depression. I: Clinical effectiveness. British Medical Journal
2000;321:1383-8.

Schroer 2009 {published data only (unpublished sought but not
used)}

Schroer S, MacPherson H. Acupuncture, or non-directive
counselling versus usual care for the treatment of depression: a
pilot study. Trials 2009;10(3).

Simpson 2000 {published data only}

Corney S, Simpson S. Thirty-six month outcome data from
a trial of counselling with chronically depressed patients in
a general practice setting. Psychology and Psychotherapy:
Therapy, Research and Practice 2005;78:127-38.

* Simpson S, Corney R, Fitzgerald P, Beecham J. A randomised
controlled trial to evaluate the effectiveness and cost-
effectiveness of counselling patients with chronic depression.
Health Technology Assessment 2000;4(36):1-83.

Simpson S, Corney R, Fitzgerald P, Beecham J. A randomised
controlled trial to evaluate the effectiveness and cost-
effectiveness of psychodynamic counselling with GP
patients with chronic depression. Psychological Medicine
2003;33:229-39.

References to studies excluded from this review
Ali 2003 {published data only}

Ali B, Rahbar M, Naeem S, Gul A, Mubeen S, Igbal A. The
effectiveness of counselling on anxiety and depression
by minimally trained counsellors. American Journal of
Psychotherapy 2003;57:324-336.

Gul A, Ali B. The onset and duration of benefit from counselling
by minimally trained counsellors on anxiety and depression

in women. Journal of the Pakistan Medical Association
2004;54:549.

Ali 2010 {published data only}

Ali BS, Azam IS, Khuwaja AK. Effectiveness of counselling
for anxiety and depression in mothers of children ages 0-30
months by community workers in Karachi, Pakistan: a quasi
experimental study. BMC Psychiatry 2010;10:57.

Anderson 1979 {published data only}

Anderson S, Hasler J. Counselling in general practice. Journal of
the Royal College of General Practitioners 1979;29:352-356.

Counselling for mental health and psychosocial problems in primary care (Review)

20

Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Appleby 1997 {published data only}

Appleby L, Warner R, Whitton A, Faragher B. A controlled study
of fluoxetine and cognitive-behavioural counselling in the
treatment of postnatal depression. British Medical Journal
1997;314:932-936.

Appleby 2003 {published data only}

Appleby L, Hirst E, Marshall S, Keeling F, Brind J, Butterworth T.
The treatment of postnatal depression by health visitors:
Impact of brief training on skills and clinical practice. Journal of
Affective Disorders 2003;77:261-266.

Arn 1989 {published data only}

Arn |, Theorell T, Uvnas-Moberg K, Jonsson CO. Psychodrama
group therapy for patients with functional gastrointestinal
disorders A controlled long term follow up study. Psychotherapy
& Psychosomatics 1989;51:113-119.

Asarnow 2005 {published data only}

Asarnow JR, Jaycox LH, Duan N, LaBorde, A.P, Rea MM, Murray P,
Anderson M, Landon C, Tang L, Wells K. Effectiveness of a
quality improvement intervention for adolescent depression in
primary care clinics: A randomized controlled trial. . Journal of
the American Medical Association 2005;293:311-319.

Ashurst 1983 {published data only}

Ashurst P, Ward D. An evaluation of counselling in general
practice: final report of the Leverhulme Counselling Project.
Unpublished report, Mental Health Foundation 1983.

Baas 2010 {published data only}

Baas KD, Koeter MWJ, Van Weert HC, Lucassen P, Bockting CL,
Wittkampf KA, Schene AH. Brief Cognitive Behavioral Therapy
Compared to General Practitioners Care for Depression in
Primary Care: a Randomized Trial. Trials 2010;11.

Bakker 2006 {published data only}

Bakker IM, Terluin B, van Marwijk HW, Gundy CM, Smit JH,

van Mechelen W, Stalman WA. Effectiveness of a Minimal
Intervention for Stress-related mental disorders with Sick
leave (MISS); study protocol of a cluster randomised controlled
trial in general practice [ISRCTN43779641]. BMC Public Health
2006;6:124.

Bakker IM, van Marwijk HW, Terluin B, Anema JR,

van Mechelen W, Stalman WA. Training GP's to use a minimal
intervention for stress-related mental disorders with sick leave
(MISS): Effects on performance: Results of the MISS project;

a cluster-randomised controlled trial. Patient Education and
Counseling 2010;78:206-11.

Barrett 1999 {published data only}

Barrett J, Williams J, Oxman T, Katon W, Frank E, Hegel M,
Sullivan M, Schulberg H. The treatment effectiveness project. A
comparison of the effectiveness of paroxetine, problem-solving
therapy, and placebo in the treatment of minor depression and
dysthymia in primary care patients: background and research
plan. General Hospital Psychiatry 1999;21:260-273.

Hegel M, Barrett J, Cornell J, Oxman T. Predictors of response
to problem solving treatment of depression in primary care.
Behavior Therapy 2002;33:511-527.

Oxman T, Barrett J, Sengupta A, Katon W, Williams J, Frank E,
Hegel M. Status of minor depression or dysthymia in primary
care following a randomized controlled trial treatment. General
Hospital Psychiatry 2001;23(6):301-310.

Williams J, Barrett J, Oxman T, Frank E, Katon W, Sullivan M,
Cornell J, Sengupta A. Treatment of dysthymia and minor
depression in primary care: a randomized controlled trial
in older adults. Journal of the American Medical Association
2000;284:1519-1526.

Barsky 2004 {published data only}

Barsky AJ, Ahern DK. Cognitive Behavior Therapy for
Hypochondriasis: A Randomized Controlled Trial. Journal of the
American Medical Association 2004;291:1464-1470.

Bellamy 2000 {published data only}

Bellamy A, Adams B. An evaluation of the clinical effectiveness
of a counselling psychology service in primary care. Counselling
Psychology Review 2000;15:4-12.

Bennun 1984 {published data only}

Bennun I. Evaluating marital therapy: a hospital and
community study. British Journal of Guidance and Counselling
1984;12:84-91.

Benson 1988 {published data only}

Benson P, Turk T. Group therapy in a general practice setting
for frequent attenders: a controlled study of mothers with
pre-school children. Journal of the Royal College of General
Practitioners 1988;38:539-541.

Berardi 2009 {published data only}

Berardi D, Menchetti M, Bombi A, Lullini G, Bortolotti B,
Scocco P. Interpersonal counselling vs. selective serotonin
reuptake inhibitors for major depression in primary care: a
randomized controlled trial. World Psychiatry 2009;8:187.

Blakey 1986 {published data only}

Blakey R. Psychological treatment in general practice: its effect
on patients and their families. Journal of the Royal College of
General Practitioners 1986;36:209-211.

Blanchard 1995 {published data only}

Blanchard M, Waterreus A, Mann A. Can a brief intervention
have a longer term benefit? The case of the research nurse and
depressed older people in the community. International Journal
of Geriatric Psychiatry 1999;14:733-738.

* Blanchard M, Waterreus A, Mann A. The effect of primary care
nurse intervention upon older people screened as depressed.
International Journal of Geriatric Psychiatry 1995;10:289-298.

Mann A, Blanchard M, Waterreus A. Depression in older
people: some criteria for effective treatment. L'Encephale
1993;XI1X:445-450.

Counselling for mental health and psychosocial problems in primary care (Review) 21
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Blay 2002 {published data only}

Blay SL, Vel Fucks JS, Barruzi M, Di Pietro MC, Gastal FL,

Neto AM, De Souza MP, Glausiusz LR, Dewey M. Effectiveness
of time-limited psychotherapy for minor psychiatric disorders:
randomised controlled trial evaluating immediate v. long-term
effects. British Journal of Psychiatry 2002;180:416-222.

Blomhoff 2001 {published data only}

Blomhoff S, Haug T, Hellstrom K, Holme I, Humble M, Madsbu H,
Wold J. Randomised controlled general practice trial of
sertraline, exposure therapy and combined treatment in
generalised social phobia.. British Journal of Psychiatry.
2001;179:23-30.

Bolton 2001 {published data only}

Bolton P, Fergusson K, Parker S, Orman J. Randomised
controlled trial of cognitive behavioural therapy and routine
GP care for major depression. Medical Journal of Australia
2001;175:118-119.

Booth 1997 {published data only}

Booth H, Goodwin |, Newnes C, Dawson O. Process and
outcome of counselling in general practice. Clinical Psychology
Forum 1997;101:32-40.

Brantley 1986 {published data only}

Brantley P, Veitia M, Callon E, Buss R, Sias C. Assessing the
impact of psychological intervention on family practice clinic
visits. Family Medicine 1986;18(6):351-354.

Brodaty 1983 {published data only}

* Brodaty H, Andrews G. Brief psychotherapy in family practice
- a controlled prospective intervention trial. British Journal of
Psychiatry 1983;143:11-19.

Brodaty H, Andrews G, Grant W. An attempt to predict who will
benefit from brief psychotherapy in a general practice setting.
Australian and New Zealand Journal of Psychiatry 1997;16:69-73.

Brody 1990 {published data only}

Brody D, Lerman C, Wolfson H, Caputo C. Improvement
in physicians' counselling of patients with mental health
problems. Archives of Internal Medicine 1990;150:993-998.

Brouwers 2006 {published data only}

Brouwers EPM, De Bruijne MC, Terluin B, Tiemens BG,

Verhaak PFM. Cost-Effectiveness of an Activating Intervention
by Social Workers for Patients With Minor Mental Disorders on
Sick Leave: a Randomized Controlled Trial. European Journal of
Public Health 2007;17:214-220.

Brouwers EPM, Terluin B, Tiemens BG, Verhaak PFM. Patients
With Minor Mental Disorders Leading to Sickness Absence:

a Feasibility Study for Social Workers' Participation in

a Treatment Programme. British Journal of Social Work
2006;36:127-138.

Brouwers EPM, Tiemens BG, Terluin B, Verhaak PFM.
Effectiveness of an Intervention to Reduce Sickness Absence
in Patients With Emotional Distress or Minor Mental Disorders:
a Randomized Controlled Effectiveness Trial. General Hospital
Psychiatry 2006;28:223-229.

Brown 2004 {published data only}

Brown J, Elliott S, Boardman J, Ferns J, Morrison J. Meeting the
unmet need for depression services with psycho educational
self confidence workshops: Preliminary report.. British Journal
of Psychiatry 2004;185:511-515.

Browne 2002 {published data only}

Browne G, Steiner M, Roberts J, Gafni A, Byrne C, Dunn E,

Bell B, Mills M, Chalklin L, Wallik D, Kraemer J. Sertraline and/
or interpersonal psychotherapy for patients with dysthymic
disorder in primary care: 6Month comparison with longitudinal
2year followup of effectiveness and costs. Journal of Affective
Disorders 2002;68:317-330.

Catalan 1984 {published data only}

Catalan J, Gath D, Bond A, Martin P. The effects of non-
prescribing anxiolytics in general practice Il. Factors associated
with outcome. British Journal of Psychiatry 1984;144:603-610.

* Catalan J, Gath D, Edmonds G, Ennis J. The effects of non-
prescribing of anxiolytics in general practice I. Controlled
evaluation of psychiatric and social outcome. British Journal of
Psychiatry 1984;144:593-602.

Catalan 1991 {published data only}

Catalan J, Gath D, Anastasiades P, Bond A, Day A, Hall L.
Evaluation of a brief psychological treatment for emotional
disorders in primary care. Psychological Medicine
1991;21:1013-1018.

Chabrol 2002 {published data only}

Chabrol H, Teissedre F, Saint-Jean M, Teisseyre N, Roge B.
Prevention and treatment of post partum depression: A
controlled study [Prevention et traitement des depressions du
post-partum: Une etude controlee]. Devenir : revue européenne
du developpement de l'enfant 2003;15(1):5-25.

Chabrol H, Teissedre F, Saint-Jean M, Teisseyre N, Sistac C,
Michaud C, Roge B. Detection, prevention and treatment of
postpartum depression: a controlled study of 859 patients.
[Depistage, prevention et traitement des depressions du
postpartum: une etude controlee chez 859 sujets]. Encephale
2002;28(1):65-70.

Conradi 2007 {published data only}

Conradi HJ, De Jonge P, Kluiter H, Smit A, van der Meer K,
Jenner JA, van Os TW, Emmelkamp PM, Ormel J. Enhanced
Treatment for Depression in Primary Care: Long-Term
Outcomes of a Psycho-Educational Prevention Program Alone
and Enriched With Psychiatric Consultation or Cognitive
Behavioral Therapy. Psychological Medicine 2007;37:849-862.

Smit A, Kluiter H, Conradi HJ, van der Meer K, Tiemens BG,
Jenner JA, van Os TW, Ormel J. Short-Term Effects of Enhanced
Treatment for Depression in Primary Care: Results From

a Randomized Controlled Trial. Psychological Medicine
2006;36:15-26.

Cooper 1975 {published data only}

Cooper B, Harwin B, Depla C, Shepherd M. Mental health care
in the community: an evaluative study. Psychological Medicine
1975;5:372-380.

Counselling for mental health and psychosocial problems in primary care (Review) 22
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:lf.lswns

Cochrane Database of Systematic Reviews

Cooper 1997 {published data only}

Cooper P, Murray L. The impact of psychological treatments
of postpartum depression on maternal mood and infant
depression. Postpartum depression and child development.
New York: The Guilford Press, 1997:201-220.

Cooper P, Murray L, Wilson A, Romaniuk H. Controlled trial of
the short- and long-term effect of psychological treatment of
post-partum depression 1, Impact on maternal mood. British
Journal of Psychiatry 2003;182:412-419.

Murray L, Cooper P, Wilson A, Romaniuk H. Controlled trial of
the short- and long-term effect of psychological treatment
of post-partum depression 2: Impact on the mother-child
relationship and child outcome. British Journal of Psychiatry
2003;182:420-427.

Cooper 2003 {published data only}

Cooper H, Lester H, Freemantle N, Wilson S. A Cluster
Randomised Controlled Trial of the Effect of Primary Care
Mental Health Workers on Satisfaction, Mental Health
Symptoms and Use of Services: Background and Methodology.
Primary Care Psychiatry 2003;9:1-7.

Lester H, Freemantle N, Wilson S, Sorohan H, England L,
Griffin C, Shankar A. Cluster randomised controlled trial of the
effectiveness of primary care mental health workers. British
Journal of General Practice 2007;57:196-203.

Corney 1984 {published data only}

Corney R. Social work effectiveness in the management of
depressed women: a clinical trial. Psychological Medicine
1981;11:417-423.

Corney R. The effectiveness of attached social workers in the
management of depressed female patients in general practice.
Psychological Medicine 1984;Monograph suppl. 6:1-47.

Corney R, Clare A. The effectiveness of attached social workers
in the management of depressed women in general practice.
British Journal of Social Work 1983;13:57-74.

Crowe 1978 {published data only}

Crowe M. Conjoint marital therapy: controlled outcome study.
Psychological Medicine 1978;8:623-636.

de Groot 2007 {published data only}
de Groot M, de Keijser J, Neeleman J, Kerkhof A, Nolen W,
Burger H. Cognitive behaviour therapy to prevent complicated
grief among relatives and spouses bereaved by suicide: cluster
randomised controlled trial. BMJ 2007;334:994.

de Klerk 2005 {published data only}

de Klerk C, Hunfeld JAM, Duivenvoorden HJ, den Outer MA,
Fauser BCJM, Passchier J, Macklon NS. Effectiveness of

a psychosocial counselling intervention for first-time IVF
couples: a randomized controlled trial. Human Reproduction
2005;20(5):1333-1338.

Dowling 2006 {published data only}
Dowling S, Hubert J, White S, Hollins S. Bereaved adults with

intellectual disabilities: a combined randomized controlled trial

and qualitative study of two community-based interventions.
Journal of Intellectual Disability Research 2006;50:277-87.

Dowrick 2000 {published data only}

Dowrick C, Dunn G, Ayuso-Mateos J-L, Dalgrad O, Page H,
Lehtinen V, Casey P, Wilkinson C, Vazquez-Barquero J-L,
Wilkinson G, Outcomes of Depression International Network
(ODIN). Problem solving treatment and group psychoeducation
for depression: multicentre randomised controlled trial. British
Medical Journal 2000;321:1-6.

Driessen 2007 {published data only}

Driessen E, Van H, Schoevers R, Cuijpers P, van Aalst G, Don F,
Hendriksen M, Kool S, Molenaar P, Peen J, Dekker J. Cognitive
behavioral therapy versus short psychodynamic supportive
psychotherapy in the outpatient treatment of depression: a
randomized controlled trial. BMC Psychiatry 2007;7:58.

Earll 1982 {published data only}

Earll L, Kincey J. Clinical psychology in general practice: a
controlled trial evaluation. Journal of the Royal College of
General Practitioners 1982;32(234):32-37.

Escobar 2007 {published data only}

Escobar J, Gara M, Martinez A, Interian A, Warman M, Allen L,
et al. Effectiveness of a time-limited cognitive behavior
therapy type intervention among primary care patients with
medically unexplained symptoms. Annals of Family Medicine
2007;5:328-35.

Finney 1989 {published data only}

Finney J, Lemanek K, Cataldo M, Katz H, Fuqua R. Pediatric
psychology in primary health care: brief targeted therapy for
recurrent abdominal pain. Behaviour Therapy 198;20:283-91.

Finney 1991 {published data only}

Finney J, Riley A, Cataldo M. Psychology in primary health care:
effects of brief targeted therapy on children's medical care
utilisation. Journal of Pediatric Psychology 1991;16(4):447-61.

Freeman 2008 {published data only}

Freeman MP, Davis M, Sinha P, Wisner KL, Hibbeln JR,
Gelenberg AJ. Omega-3 fatty acids and supportive
psychotherapy for perinatal depression: a randomized placebo-
controlled study. Journal of Affective Disorders 2008;110:142-8.

Garcia 2007 {published data only}

Garcia JA, Landa Petralanda V, Grandes G, Mauriz Etxabe A,
Andollo Hervas |, Pombo Ramos H. Research project to assess
the efficacy of primary bereavement care (PBC) in widows -
Arandomized clinical trial by physicians. Medicina Paliativa
2007;14:174-178.

Gath 1986 {published data only}

Gath D, Catalan J. The treatment of emotional disorders in
general practice: psychological methods versus medication.
Journal of Psychosomatic Research 1986;30(3):381-386.

Counselling for mental health and psychosocial problems in primary care (Review) 23
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:lf.lswns

Cochrane Database of Systematic Reviews

Glavin 2010 {published data only}

Glavin K, Smith L, Sorum R, Ellefsen. Supportive counselling by
public health nurses for women with postpartum depression.
Journal of Advanced Nursing 2010;66:1317-27.

Goldman 2006 {published data only}

Goldman R, Greenberg L, Angus L. The effects of adding
emotion-focused interventions to the client-centered
relationship conditions in the treatment of depression.
Psychotherapy Research 2006;16:537-549.

Gournay 1994 {published data only}

Gournay K, Brooking J. An evaluation of the effectiveness

of community psychiatric nurses in treating patients with
minor mental disorders in primary care. An evaluation of the
effectiveness of community psychiatric nurses in treating
patients with minor mental disorders in primary care. London:
Department of Health, 1992.

* Gournay K, Brooking J. Community psychiatric nurses
in primary health care. British Journal of Psychiatry
1994;165:231-238.

Gournay K, Brooking J. The community psychiatric nurse
in primary care: an economic analysis. Journal of Advanced
Nursing 1995;22:769-778.

Gournay K, Devilly G, Brooker C. The CPN in primary care: a pilot
study of the process of assessment. Community Psychiatric
Nursing: a research perspective. Journal of Advanced Nursing,
1993:147-163.

Greasley 2005 {published data only}

Greasley P, Small N. Evaluating a primary care counselling
service: Outcomes and issues. Primary Health Care Research
and Development 2005;6:125-136.

Greenberg 1998 {published data only}

Greenberg L, Watson J. Experiential therapy of depression:
differential effects of client-centered relationship conditions
and process experiential interventions. Psychotherapy Research
1998;8:210-224.

Guthrie 2004 {published data only}

Guthrie E, Margison F, Mackay H, Chew-Graham C, Moorey J,
Sibbald B. Effectiveness of Psychodynamic Interpersonal
Therapy Training for Primary Care Counselors. Psychotherapy
Research 2004;14.

Hansson 2008 {published data only}

Hansson M, Bodlund O, Chotai J. Patient education and group
counselling to improve the treatment of depression in primary
care: a randomized controlled trial. Journal of Affective Disorders
2008;105:235-40.

Hawton 1987 {published data only}
Hawton K, McKeown S, Day A, Martin P, 0'Connor M, Yule J.
Evaluation of out-patient counselling compared with general

practitioner care following overdoses. Psychological Medicine
1987;17:751-761.

Hebert 1994 {published data only}

Hebert R, Leclerc G, Bravo G, Girouard D, LeFrancois R. Efficacy
of a support group programme for caregivers of demented
patients in the community: a randomized controlled trial.
Archives of Gerontology and Geriatrics 1994;18:1-14.

Hellman 1990 {published data only}

Hellman CJ, Budd M, Borysenko J, McClelland DC, Benson H.
A study of the effectiveness of two group behavioral medicine
interventions for patients with psychosomatic complaints.
Behavioral Medicine 1990;16(4):165-73. [MEDLINE: 91105317]

Holden 1989 {published data only}

Holden J, Sagovsky R, Cox J. Counselling in the general practice
setting: controlled study of health visitor intervention in the
treatment of postnatal depression. British Medical Journal
1989;298:223-226.

Honey 2002 {published data only}

* Honey K, Bennett P, Morgan M. A brief psycho-educational
group intervention for postnatal depression. British Journal of
Clinical Psychology 2002;41(4):405-409.

Huibers 2004 {published data only}

Huibers M, Beurskens A, van Schayck C, Bazelmans E,
Metsemakers J, Knottnerus J, Bleijenberg G. Efficacy of
cognitive behavioural therapy by general practitioners for
unexplained fatigue among employees: Randomised controlled
trial. British Journal of Psychiatry 2004;184:240-246.

Hunt 2001 {published data only}

Hunt CJ, Shepherd LM, Andrews G. Do doctors know best?
Comments on a failed trial. Medical Journal of Australia
2001;174:144-146.

Hunter 1995 {published data only}

Hunter M, Liao K. Problem solving groups for mid-aged women
in general practice: a pilot study. Journal of Reproductive and
Infant Psychology 1995;13:147-151.

Huygen 1983 {published data only}

Huygen F, Smits A. Family therapy, family somatics, and family
medicine. Family Systems Medicine 1983;1(1):23-32.

Judd 2001 {published data only}

Cockram A, McCall L, Judd F, Piterman L, Weissman M, Gronn P,
Davis J, Liaw T. The development and pilot testing of a Focused
Education and Psychotherapy Program (FEPP) for treatment
of depression in general practice. Australasian Psychiatry
2002;10:268-274.

Judd F, Piterman L, Cockram A, McCall L, Weissman M. A
comparative study of venlafaxine with a focused education
and psychotherapy program versus venlafaxine alone in
the treatment of depression in general practice. Human
Psychopharmacology 2001;16:423-428.

Karlberg 1998 {published data only}

Karlberg L, Krakau I, Unden A. Type A behavior intervention in
primary health care reduces hostility and time pressure: A study
in Sweden. Social Science & Medicine 1998;46:397-402.

Counselling for mental health and psychosocial problems in primary care (Review) 24
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:lf.lswns

Cochrane Database of Systematic Reviews

Kashner 1995 {published data only}

Kashner M, Rost K, Cohen B, Anderson M, Smith G. Enhancing
the health of somatization disorder patients. Psychosomatics
1995;36(5):462-470.

Katon 1992 {published data only}

Katon W, Von Korff M, Lin E, Bush T, Russo J, Lipscomb P,

Wagner E. A randomized trial of psychiatric consultation

with distressed high utilisers. General Hospital Psychiatry
1992;14:86-89.

Katon 1995 {published data only}

Katon W, Von Korff M, Lin E, Walker E, Simon G, Bush T,
Robinson P, Russo J. Collaborative management to
achieve treatment guidelines: impact on depression in
primary care. Journal of the American Medical Association
1995;273:1026-1031.

Katon 1996 {published data only}

Katon W, Robinson P, Von Korff M, Lin E, Bush T, Ludman E,
Simon G, Walker E. A multifaceted intervention to improve
treatment of depression in primary care. Archives of General
Psychiatry 1996;53:924-932.

Kendrick 2005 {published data only}

Kendrick T, Simons L, Mynors-Wallis L, Gray A, Lathlean J,
Pickering R, Harris S, Rivero-Arias O, Gerard K, Thompson C. A
trial of problem-solving by community mental health nurses for
anxiety, depression and life difficulties among general practice
patients. The CPN-GP study. Health Technology Assessment
2005;9(37):1-104.

Kendrick T, Simons L, Mynors-Wallis L, Gray A, Lathlean J,
Pickering R, Harris S, Rivero-Arias O, Gerard K, Thompson C.
Randomised controlled trial and cost-effectiveness analysis
comparing usual GP care for common mental disorders versus
referral for generic care, or problem solving treatment, from
community mental health nurses (CPN-GP Study). British
Journal of Psychiatry 2006;189(1):50-59.

Simons L, Mynors-Wallis L, Pickering R, Gray A, Brooking J,
Thompson C, Kendrick T. ARandomized Controlled Trial of
Problem Solving for Anxiety, Depression and Life Difficulties
by Community Psychiatric Nurses Among General Practice
Patients: Background and Method. Primary Care Psychiatry
2001;7(4):129-135.

Kessler 2009 {published data only}

Kessler D, Lewis G, Kaur S, Nicola Wiles King M, Weich S,

Sharp DJ, Araya R, Hollinghurst S, Peters TJ. Therapist-Delivered
Internet Psychotherapy for Depression in Primary Care: a
Randomised Controlled Trial. Lancet 2009;374:628-634.

Kilfedder 2010 {published data only}

Kilfedder C, Power K, Karatzias T, McCafferty A, Niven K,
Chouliara Z, Galloway L, Sharp S. A randomized trial of
face-to-face counselling versus telephone counselling
versus bibliotherapy for occupational stress. Psychology &
Psychotherapy: Theory, Research & Practice 2010;83:223-242.

King 1994 {published data only}

King M, Broster G, Lloyd M, Horder J. Controlled trials in the
evaluation of counselling in general practice. British Journal of
General Practice 1994;44:229-232.

King 2002 {published data only}

King M, Davidson O, Taylor F, Haines A, Sharp D, Turner R.
Effectiveness of teaching general practitioners skills in
brief cognitive behaviour therapy to treat patients with
depression: Randomised controlled trial.. British Medical
Journal 2002;324:947-50.

Kiossis 2010 {published data only}

Kiosses DN, Arean PA, Teri L, Alexopoulos GS. Home-delivered
problem adaptation therapy (PATH) for depressed, cognitively
impaired, disabled elders: A preliminary study. American
Journal of Geriatric Psychiatry 2010;18:988-98.

Klerman 1996 {published data only}

Klerman G, Budman S, Berwick S, Weissman M, Damico-
White J, Demby A, Feldstein M. Efficacy of a brief psychosocial
intervention for symptoms of stress and distress among
patients in primary care. Medical Care 1996;25(11):1078-1088.

Kocken 2008 {published data only}

Kocken PL, Zwanenburg EJ, de Hoop T. Effects of health
education for migrant females with psychosomatic complaints
treated by general practitioners. A randomised controlled
evaluation study. Patient Education and Counseling
2008;70:25-30.

Kolk 2004 {published data only}

Kolk AMM, Schagen S, Hanewald, GJFP. Multiple medically
unexplained physical symptoms and health care utilization
Outcome of psychological intervention and patient-related
predictors of change. Journal of Psychosomatic Research
2004;57:379-389.

Konzag 2006 {published data only}

Konzag T, Rubler D, Bloching M, Bandemer Greulich U,
Fikentscher E, Frommer J. Counselling versus a self-help
manual for tinnitus outpatients: a comparison of effectiveness.
HNO 2006;54:599-604.

Kool 2003 {published data only}

Kool S, Dekker J, Duijsens I, de Jonghe F, Puite B. Efficacy

of combined therapy and pharmacotherapy for depressed
patients with or without personality disorders. Harvard Review
of Psychiatry 2003;11:133-141.

Kupshik 1999 {published data only}

Kupshik G, Fisher CR. Assisted bibliotherapy: Effective, efficient
treatment for moderate anxiety problems. British Journal of
General Practice 1999;49:47-48.

Kuyken 2008 {published data only}

Kuyken W, Byford S, Taylor R, Watkins E, Holden E, White K,
Barrett B, Byng R, Evans A, Mullan E, Teasdale J. Mindfulness-
Based Cogpnitive Therapy to Prevent Relapse in Recurrent
Depression. Journal of Consulting and Clinical Psychology
2008;76:966-978.

Counselling for mental health and psychosocial problems in primary care (Review) 25
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Lang 2003 {published data only}

Lang A. Brief intervention for co-occurring anxiety and
depression in primary care: A pilot study. International Journal
of Psychiatry in Medicine 2003;33:141-154.

Lang 2006 {published data only}

Lang A, Norman G, Pollyanna C. A randomized trial of a brief
mental health intervention for primary care patients. Journal of
Consulting and Clinical Psychology 2006;74:1173-9.

le Grange 2007 {published data only}

le Grange D, Crosby RD, Rathouz PJ, Leventhal BL. A randomized
controlled comparison of family-based treatment and
supportive psychotherapy for adolescent bulimia nervosa.
Archives of General Psychiatry 2007,64:1049-56.

Lidbeck 1997 {published data only}

Lidbeck J. Group therapy for somatization disorders in general
practice: effectiveness of a short cognitive-behavioural
treatment model. Acta Psychiatrica Scaninavica 1997;96:14-24.

Lidbeck J. Group therapy for somatization disorders in primary
care: Maintenance of treatment goals of short cognitive
behavioural treatment one and a half year follow up. Acta
Psychiatrica Scandinavica 2003;107:449-456.

Liu 2007 {published data only}
Liu SI, Huang HC, Yeh ZT, Hwang LC, Tjung JJ, Huang CR,
Hsu CC, Ho CJ, Sun IW, Fang CK, Shiau SJ. Controlled Trial
of Problem-Solving Therapy and Consultation-Liaison for
Common Mental Disorders in General Medical Settings in
Taiwan. General Hospital Psychiatry 2007;29:402-408.

Lofvander 1997 {published data only}

Lofvander M. Cognitive behavioural treatment of chronic pain
in primary care: A three year follow up. European Journal of
General Practice 2002;8:152-158.

Lofvander M, Engstrom A, Theander H, Furhoff A. Rehabilitation
of young immigrants in primary care. A comparison between
two treatment models. Scandinavian Journal of Primary

Health Care SScandinavian Journal of Primary Health Care
1997;15:123-128.

Lynch 1997 {published data only}

Lynch D, Tamburrino M, Nagel R. Telephone counselling
for patients with minor depression: preliminary findings
in a family practice setting. The Journal of Family Practice
1997;44(3):293-298.

Lyon 1993 {published data only}
Anonymous. Can counselling bring benefits for all?.

Fundholding 1995;4(4):23-4.

Lyon D. The evaluation of counselling in general practice. Health
Direct 1993;30:11.

MacCarthy 1989 {published data only}

MacCarthy B, Kuipers L, Hurry J, Harper R, LeSage A.
Counselling the relatives of the long-term adult mentally ill.
I. Evaluation of the impact on relatives and patients. British
Journal of Psychiatry 1989;154:768-775.

Machado 2007 {published data only}

Machado LAC, Azevedo DC, Capanema MB, Neto TN,

Cerceau DM. Client-Centered Therapy Vs Exercise Therapy for
Chronic Low Back Pain: a Pilot Randomized Controlled Trial in
Brazil. Pain Medicine 2007;8:251-258.

Maina 2005 {published data only}

Maina, G, Forner F, Bogetto F. Randomized controlled trial
comparing brief dynamic and supportive therapy with waiting
list condition in minor depressive disorders. Psychotherapy and
Psychosomatics 2005;74:43-50.

Maisiak 1996 {published data only}

Maisiak R, Austin J, West S, Heck L. The effect of person-
centered counselling on the psychological status of persons
with systemic lupus erythematosus or rheumatoid arthritis:
arandomized, controlled trial.. Arthritis Care and Research.
1996;9(1):60-66.

Malt 1999 {published data only}

Malt U, Robak O, Madsbu H, Bakke O, Loeb M. The Norwegian
naturalistic treatment study of depression in general practice
(NORDEP)-I: randomised double blind study. British Medical
Journal 1999;318:1180-1184.

Mann 1998 {published data only}

Mann A, Blizard R, Murray J, Smith J, Botega N, MacDonald E,
Wilkinson G. An evaluation of practice nurses working with
general practitioners to treat people with depression. British
Journal of General Practice 1998;48:875-879.

Manne 2007 {published data only}

Manne SL, Rubin S, Edelson M, Rosenblum N, Bergman C,
Hernandez E, Carlson J, Rocereto T, Winkel G. Coping and
Communication-Enhancing Intervention Versus Supportive
Counseling for Women Diagnosed With Gynecological
Cancers. Journal of Consulting and Clinical Psychology
2007;75(4):615-628.

Manne SL, Winkel G, Rubin S, Edelson, M, Rosenblum N,
Bergamn C, Hernandez E, Carlson J. Mediators of a coping
and communication-enhancing intervention and a supportive
counselling intervention among women diagnosed with
gynaecological cancers. Journal of Consulting & Clinical
Psychology 2008;76:1034-1045.

Marks 1985 {published data only}

Ginsberg G, Marks I, Waters H. Cost-benefit analysis of a
controlled trial of nurse therapy for neuroses in primary care.
Psychological Medicine 1984;14:683-690.

Marks I. Controlled trial of psychiatric nurse therapists in
primary care. British Medical Journal 1985;290:1181-1184.

McLeod 1997 {published data only}

McLeod C, Budd M, McClelland D. Treatment of somatization in
primary care. General Hospital Psychiatry 1997;19:251-258.

Menchetti 2010 {published data only}

Menchetti M, Bortolotti B, Rucci P, Scocco P, Bombi A, Beradi D,
DEPICS Study Group. Depression in primary care: interpersonal

Counselling for mental health and psychosocial problems in primary care (Review)

26

Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:lf.lswns

Cochrane Database of Systematic Reviews

counselling vs selective serotonin reuptake inhibitors. The
DEPICS Study. A multicenter randomized controlled trial.
Rationale and design. BMC Psychiatry 2010;10:97.

Milgrom 2005 {published data only}

Milgrom J, Negri L, Gemmill A, McNeil M, Martin P. A
randomized controlled trial of psychological interventions for
postnatal depression. British Journal of Clinical Psychology
2005;44(4):529-542.

Miranda 1994 {published data only}

Miranda J, Munoz R. Intervention for minor depression in
primary care patients. Psychosomatic Medicine 1994;56:136-142.

Mohr 2005 {published data only}

Mohr DC, Hart SL, Julian L, Catledge C, Honos-Webb L,
Vella L, Tasch ET. Telephone-Administered Psychotherapy for
Depression. Archives of General Psychiatry 2005;62:1007-1014.

Moldenhauer 2004 {published data only}

Moldenhauer Z. Adolescent depression: A primary care pilot
intervention study. Dissertation Abstracts International: Section
B: The Sciences & Engineering 2004;65:656.

Molenaar 2007 {published data only}

Molenaar P, Dekker J, Van R, Hendriksen M, Vink A, Schoevers R.
Does adding psychotherapy to pharmacotherapy improve
social functioning in the treatment of outpatient depression? .
Depression and Anxiety 2007;24:553-562.

Morrell 2009 {published data only}

Morrell CJ, Slade P, Warner R, Paley G, Dixon S, Walters SJ,
Brugha T, Barkham M, Parry G, Nicholl J. Clinical effectiveness of
health visitor training in psychologically informed approaches
for depression in postnatal women: pragmatic cluster
randomised trial in primary care. BMJ 2009;338:a3045.

Mossey 1996 {published data only}

Mossey JM, Knott KA, Higgins M, Talerico K. Effectiveness of

a psychosocial intervention, interpersonal counselling, for
sub-dysthymic depression in medically ill elderly. Journals of
Gerontology: Series A. Biological Sciences and Medical Sciences
1996;51:172-178.

Munoz 1995 {published data only}

Miranda J, Munoz R. Intervention for minor depression in
primary care patients. Psychosomatic Medicine 1994;56:136-142.

*Munoz R, Ying Y, Bernal G, Perez-Stable E, Sorensen J,
Hargreaves W, Miranda J, Miller L. Prevention of depression with
primary care patients: a randomized controlled trial. American
Journal of Community Psychology 1995;23(2):199-222.

Mynors-Wallis 1995 {published data only}

Mynors-Wallis L, Gath D, Lloyd-Thomas A, Tomlinson D.
Randomised controlled trial comparing problem solving
treatment with amitriptyline and placebo for major depression
in primary care. British Medical Journal 1995;310:441-445.

Mynors-Wallis 1997 {published data only}

Mynors-Wallis L, Davies I, Gray A, Barbour F, Gath D. A
randomised controlled trial and cost analysis of problem-
solving treatment for emotional disorders given by community
nurses in primary care. British Journal of Psychiatry
1997;170:113-1109.

Mynors-Wallis 2000 {published data only}

Mynors-Wallis L, Gath D, Day A, Baker F. Randomised controlled
trial of problem solving treatment, antidepressant medication,
and combined treatment for major depression in primary care.
British Medical Journal 2000;320:26-30.

Nettleton 2000 {published data only}

Nettleton B, Cooksey E, Mordue A, Ferguson J, Johnston J,
Jones L. Counselling: Filling a Gap in General Practice. Patient
Education and Counseling 2000;41:197-207.

O'Leary 2003 {published data only}

O’Leary E, Sheedy G, O’Sullivan K, Thoresen C. Cork Older Adult
Intervention Project: outcomes of a gestalt therapy group with
older adults. Counselling Psychology Quarterly 2003;16:131-143.

Oxman 2008 {published data only}

Oxman TE, Hegel MT, Hull JG, Dietrich AJ. Problem-solving
treatment and coping styles in primary care for minor
depression. Journal of Consulting & Clinical Psychology
2008;76:933-943.

Padfield 1975 {published data only}

Padfield M. The comparative effects of two counselling
approaches on the intensity of depression among low
socioeconomic status, rural women. Dissertation Abstracts
International 1975;46:1313.

Padfield M. The comparative effects of two counselling
approaches on the intensity of depression among rural women
of low socioeconomic status. Journal of Counseling Psychology
1976;23:209-14.

Patel 2010 {published data only}

Patel V, Weiss HA, Chowdhary N, Naik S, Pednekar S,
Chatterjee S, De Silva MJ, Bhat B, Araya R, King M, Simon G,
Verdeli H, Kirkwood BR. Effectiveness of an intervention led
by lay health counsellors for depressive and anxiety disorders
in primary care in Goa, India (MANAS): a cluster randomised
controlled trial. Lancet 2010;376:2086-2095.

Pauntat 1990 {published data only}

Panutat S, Tepsuparungsikul S, Pulcharoen P, Putawatana P.
The effect of health counselling on anxiety reduction in
outpatients of the Ramathibodi hospital. Ramathibodi Medical
Journal 1990;13:88-93.

Paykel 1982 {published data only}

Paykel E, Mangen S, Griffith J, Burns T. Community psychiatric
nursing for neurotic patients: a controlled trial. British Journal of
Psychiatry 1982;140:573-581.

Counselling for mental health and psychosocial problems in primary care (Review)

27

Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:lf.lswns

Cochrane Database of Systematic Reviews

Power 1989 {published data only}

Power K, Jerrom W, Simpson R, Mitchell M, Swanson V. A
controlled comparison of cognitive-behaviour therapy,
diazepam and placebo in the management of generalised
anxiety. Behavioural psychotherapy 1989;17:1-14.

Power 1990 {published data only}

Power K, Simpson R, Swanson V, Wallace A. Controlled
comparison of pharmacological and psychological treatment of
generalised anxiety disorder in primary care. British Journal of
General Practice 1990;40:289-294.

* Power K, Simpson R, Swanson V, Wallace L, Feistner A,

Sharp D. A controlled comparison of cognitive-behaviour
therapy, diazepam, and placebo, alone and in combination, for
the treatment of generalised anxiety disorder. Journal of Anxiety
Disorders 1990;4:267-292.

Power 2000 {published data only}

Power K, Sharp D, Swanson V, Simpson R. Therapist contact in
cognitive behaviour therapy for panic disorder and agoraphobia
in primary care. Clinical Psychology and Psychotherapy
2000;7:37-46.

Sharp D, Power K, Swanson V. Reducing therapist contact

in cognitive behaviour therapy for panic disorder and
agoraphobia in primary care: global measures of outcome in a
randomised controlled trial. British Journal of General Practice
2000;50:963-968.

Raphael 1977 {published data only}

Raphael B. Preventive intervention with the recently bereaved.
Archives of General Psychiatry 1977,34:1450-1454.

Richards 2003 {published data only}

Richards A, Barkham M, Cahill J, Richards D, Williams C,
Heywood P. PHASE: A randomised, controlled trial of supervised
self-help cognitive behavioural therapy in primary care. British
Journal of General Practice 2003;53:767-770.

Ridsdale 2001 {published data only}

Chisholm D, Godfrey E, Ridsdale L, Chalder T, King M, Seed P,
Wallace P, Wessely S, Fatigue Trialists Group. Chronic fatigue

in general practice: economic evaluation of counselling versus
cognitive behaviour therapy. British Journal of General Practice
2001;51:15-18.

Godfrey E, Chalder T, Ridsdale L, Seed P, Ogden J. Investigating
the active ingredients of cognitive behaviour therapy and
counselling for patients with chronic fatigue in primary care:
developing a new process measure to assess treatment fidelity
and predict outcome. British Journal of Clinical Psychology
2007;46:253-72.

* Ridsdale L, Godfrey E, Chalder T, Seed P, King M, Wallace P,
Wessely S, Fatigue Trialists Group. Chronic fatigue in general
practice: is counselling as good as cognitive behaviour therapy?
A UK randomised trial. British Journal of General Practice
2001;51:19-24.

Ridsdale 2004 {published data only}

Ridsdale L, Darbishire L, Seed P. Is graded exercise better than
cognitive behaviour therapy for fatigue? A UK randomized trial
in primary care. Psychological Medicine 2004;34:37-49.

Robson 1984 {published data only}

Robson M, France R, Bland M. Clinical psychologist in primary
care: controlled clinical and economic evaluation. British
Medical Journal 1984;288:1805-1808.

Ross 1985 {published data only}

Ross M, Scott M. An evaluation of the effectiveness of individual
and group cognitive therapy in the treatment of depressed
patients in an inner city general practice. Journal of the Royal
College of General Practitioners 1985;35:239-242.

Ryan 2005 {published data only}

Ryan M, Nitsun M, Gilbert L, Mason H. A prospective study of the
effectiveness of group and individual psychotherapy for women
CSA survivors. Psychology and Psychotherapy 2005;78:465-479.

Saarijarvi 1991 {published data only}

Saarijarvi S. A controlled study of couple therapy in chronic low
back pain patients. Effects on marital satisfaction, psychological
distress and health attitudes. Journal of Psychosomatic
Research 1991;35:265-272.

Schilte 2001 {published data only}

Schilte A, Portegjis P, Blankenstein A, van der Horst H, Latour M,
Eijk J, Knottnerus J. Randomised controlled trial of disclosure of
emotionally important events in somatisation in primary care.
British Medical Journal 2001;323:86-89.

Schmaling 2002 {published data only}

Schmaling K, Dimidjian S, Katon W, Sullivan M. Response
styles among patients with minor depression and
dysthymia in primary care. Journal of Abnormal Psychology
2002;111:350-356.

Schreuders 2007 {published data only}

Schreuders B, Van Marwijk H, Smit J, Rijmen F, Stalman W,
Van Oppen P. Primary Care Patients With Mental Health
Problems: Outcome of a Randomised Clinical Trial. British
Journal of General Practice 2007;57:886-891.

Schulberg 1996 {published data only}

Brown C, Schulberg H, Sacco D, Perel J, Houck PR. Effectiveness
of treatments for major depression in primary medical

care practice: A post hoc analysis of outcomes for African
American and white patients. Journal of Affective Disorders
1999;53:185-192.

Lave J, Frank R, Schulberg H, Kamlet M. Cost-effectiveness
of treatments for major depression in primary care practice.
Archives of General Psychiatry 1998;55:645-651.

* Schulberg H, Block M, Madonia M, Scott P, Rodriguez E,
Imber S, Perel J, Lave J, Houck P, Coulehan J. Treating major
depression in primary care practice: eight month clinical
outcomes. Archives of General Psychiatry 1996;53:913-919.

Counselling for mental health and psychosocial problems in primary care (Review) 28
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Schulberg H, Pilkonis P, Houck P. The severity of major
depression and choice of treatment in primary care
practice. Journal of Consulting and Clinical Psychology
1998;66(6):932-938.

Schiitzmann 2010 {published data only}

Schiitzmann K, Schiitzmann M, Eckert J. The efficacy of
outpatient client-centered psychotherapy for bulimia nervosa:
results of a randomised controlled trial. Psychotherapie,
Psychosomatik, Medizinische Psychologie 2010;60:52-63.

Scott 1992 {published data only}

Scott A, Freeman C. Edinburgh primary care depression study:
treatment outcome, patient satisfaction, and cost after 16
weeks. British Medical Journal 1992;304:883-887.

Scott 1997 {published data only}

Scott C, Tacchi M, Jones R, Scott J. Acute and one-year outcome
of a randomised controlled trial of brief cognitive therapy for
major depressive disorder in primary care. British Journal of
Psychiatry 1997;171:131-134.

Serfaty 2009 {published data only}

Serfaty MA, Haworth D, Blanchard M, Buszewicz M, Murad S,
King M. Clinical Effectiveness of Individual Cognitive Behavioral
Therapy for Depressed Older People in Primary Care a
Randomized Controlled Trial. Archives of General Psychiatry
2009;66:1332-1340.

Sharp 1997 {published data only}

Sharp D, Power K. Psychologist patient and general practitioner
ratings of outcome of pharmacological and psychological
treatments for panic disorder and agoraphobia in primary care,
Behavioural and Cognitive Psychotherapy. Behavioural and
Cognitive Psychotherapy 1998;26:13-27.

Sharp D, Power K, Simpson R, Swanson V, Anstee J. Global
measures of outcome in a controlled comparison of
pharmacological and psychological treatment of panic disorder
and agoraphobia in primary care. British Journal of General
Practice 1997;47:150-155.

Sharp 2000 {published data only}

Sharp DM, Power KG, Swanson V. Reducing therapist contact in
cognitive behaviour therapy for panic disorder and agoraphobia
in primary care: global measures of outcome in a randomised
controlled trial. The British Journal of General Practice
2000;50:963-8.

Sharp 2004 {published data only}

Sharp D, Power K, Swanson V. A comparison of the efficacy and
acceptability of group versus individual cognitive behaviour
therapy in the treatment of panic disorder and agoraphobia

in primary care. Clinical Psychology and Psychotherapy
2004;11:73-82.

Sharp 2010 {published data only}

Sharp DJ, Chew-Graham CA, Tylee A, Lewis G, Howard L,
Anderson |, Abel K, Turner K, 1 Hollinghurst S, Tallon D,
McCarthy A, Peters T. A pragmatic randomised controlled
trial to compare antidepressants with a community-based

psychosocial intervention for the treatment of women with
postnatal depression: The RESPOND trial. Health Technology
Assessment 2010;14:1-181.

Simon 2004 {published data only}

Ludman EJ, Simon GE, Tutty S, Von Korff MA. Randomized
Trial of Telephone Psychotherapy and Pharmacotherapy for
Depression: Continuation and Durability of Effects. Journal of
Consulting and Clinical Psychology 2007;75:257-266.

Simon G, Ludman E, Tutty S, Operskalski B, Von Korff M.
Telephone psychotherapy and telephone care management
for primary care patients starting antidepressant treatment: a
randomized controlled trial. Journal of the American Medical
Association 2004;292:935-942.

Simons 2001 {published data only}

Simons J, Reynolds J, Morison L. Randomised controlled trial
of training health visitors to identify and help couples with
relationship problems following a birth. British Journal of
General Practice 2001;51:793-799.

Simpson 2003 {published data only}

Simpson S, Corney R, Fitzgerald P. Counselling Provision,
Prescribing and Referral Rates in a General Practice Setting.
Primary Care Psychiatry 2003;8:115-119.

Spurgeon 2005 {published data only}

Spurgeon P, Hicks C, Barwell F, Walton I, Spurgeon T.
Counselling in primary care: A study of the psychological impact
and cost benefits for four chronic conditions. European Journal
of Psychotherapy, Counselling and Health 2005;7:269-290.

Stanley 1996 {published data only}

Stanley M, Beck J, Glassco J. Treatment of generalized anxiety in
older adults: a preliminary comparison of cognitive-behavioral
and supportive approaches. Behaviour therapy 1996;27:565-
581.

Stanley 2003 {published data only}

Stanley M, Hopko D, Diefenbach G, Bourland S, Rodriguez H,
Wagener P. Cognitive-behavior therapy for late-life generalized
anxiety disorder in primary care: Preliminary findings. American
Journal of Geriatric Psychiatry 2003;11:92-96.

Stanton 1998 {published data only}

Stanton R, Corney R. The effectiveness of counselling for general
practice patients with marital problems. Report. University of
Greenwich: University of Greenwich, 1998.

Sumathipala 2000 {published data only}

Sumathipala A, Hewege S, Hanwella R, Mann A. Randomized
controlled trial of cognitive behaviour therapy for repeated
consultations for medically unexplained complaints:

A feasibility study in Sri Lanka. Psychological Medicine
2000;30:747-757.

Sutcliffe 1988 {published data only}

Sutcliffe C, Larner S. Counselling carers of the elderly at home:
A preliminary study. British Journal of Clinical Psychology
1988;27:177-8.

Counselling for mental health and psychosocial problems in primary care (Review) 29
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



= COCh rane Trusted evidence.
o § d decisions.
N LI b ra ry g‘e;::'leleal:lf.lswns

Teasdale 1984 {published data only}
Teasdale J, Fennell M, Hibbert G, Amies P. Cognitive therapy for

major depressive disorder in primary care. British Journal of
Psychiatry 1984;144:400-406.

Tutty 2000 {published data only}
Tutty S, Simon G, Ludman E. Telephone counselling as an

adjunct to antidepressant treatment in the primary care system:

a pilot study. Effective Clinical Practice 2000;3:170-178.

van Boeijen 2005 {published data only}

van Boeijen C, van Oppen P, van Balkom A, Visser S, Kempe P,
Blankenstein N, et al. Treatment of anxiety disorders in primary
care practice: a randomised controlled trial. British Journal of
General Practice 2005;55:763-9.

van Eijk 2004 {published data only}

van Eijk J, Diederiks J, Kempen G, Honig A, van der Meer K,
Brenninkmeijer W. Development and feasibility of a nurse
administered strategy on depression in community-dwelling
patients with a chronic physical disease. Patient Education and
Counselling 2004;54:87-94.

Viney 1995 {published data only}

Viney L, Crooks L, Walker B. Anxiety in community-based AIDS
caregivers before and after personal construct counselling.
Journal of Clinical Psychology 1995;51:274-80.

Vinnars 2005 {published data only}

Vinnars B, Barber JP, Noren K, Gallop R, Weinryb RM.
Manualized supportive-expressive psychotherapy versus
non-manualized community-delivered psychodynamic
therapy for patients with personality disorders: Bridging
efficacy and effectiveness. American Journal of Psychiatry
2005;162:1933-1940.

Walsh 2004 {published data only}

Ellison J, Greenberg L, Goldman R, Angus L. . Maintenance of
gains following experiential therapies for depression. Journal of
Consulting & Clinical Psychology 2009;77:103-12.

Walsh B, Fairburn C, Mickley D, Sysko R, Parides M. Treatment of
Bulimia Nervosa in a Primary Care Setting. American Journal of
Psychiatry 2004;161:556-561.

Watson 2003 {published data only}

Watson J, Gordon L, Stermac L, Kalogerakos F, Steckley P.
Comparing the effectiveness of process-experiential and

cognitive-behavioural psychotherapy in the treatment of
depression. Journal of Consulting and Clinical Psychology
2003;71:773-781.

Wells 2001 {published data only}

* Jaycox L, Miranda J, Meredith L, Duan N, Benjamin B, Wells K.
Impact of a primary care quality improvement intervention on
use of psychotherapy for depression. Mental Health Services
Research 2003;5:109.

Wells K, Sherbourne C, Schoenbaum M, Duan N, Meredith L,
Unutzer J, Miranda J, Carney M, Rubenstein L. Impact of
disseminating quality improvement programs for depression in

Cochrane Database of Systematic Reviews

managed primary care: a randomized controlled trial. Journal of
the American Medical Association 2000;283:212-220.

Wickberg 1996 {published data only}
Wickberg B, Hwang C. Counselling of postnatal depression:

a controlled study on a population based Swedish sample.
Journal of Affective Disorders 1996;39:209-216.

Willemse 2004 {published data only}
Smit F, Willemse G, Koopmanschap M, Onrust S, Cuijpers P,
Beekman A. Cost effectiveness of preventing depression in

primary care patients: a randomised trial. British Journal of
Psychiatry 2006;188:330-336.

Willemse G, Smit F, Cuijpers P, Tiemens BG. Minimal-
contact psychotherapy for sub-threshold depression in
primary care: Randomised trial. British Journal of Psychiatry
2004;185:416-421.

References to ongoing studies

MacPherson 2009 {unpublished data only}
ACUDEP. Ongoing study 2009.

Additional references

BACP 1992

British Association for Counselling. Code of ethics and Practice
for Counsellors. Rubgy: British Association for Counselling,
1992.

Baker 1998
Baker R, Allen H, Gibson S, Newth J, Baker E. Evaluation of a

primary care counselling service in Dorset. British Journal of
General Practice 1998;48:1049-53.

Beck 1988

Beck A, Steer R, Carbin M. Psychometric properties of the Beck
Depression Inventory: twenty five years of evaluation. Clinical
Psychology Review 1988;8(1):77-100.

Blackburn 1981

Blackburn I, Bishop S, Glen A, Whalley L, Christie J. The efficacy
of cognitive therapy in depression: a treatment trial using
cognitive therapy and pharmacotherapy, each alone and in
combination. British Journal of Psychiatry 1981;139:181-9.

Bolger 1989

Bolger T. Research and evaluation in counselling. In: Dryden
editor(s). Handbook of Counselling in Britain. London:
Tavistock/Routledge, 1989.

Bortolotti 2008

Bortolotti B, Menchetti M, Bellini F, Montaguti M, Berardi D.
Psychological interventions for major depression in primary
care: a meta analytic review of randomized controlled trials.
General Hospital Psychiatry 2008;30:293-302.

Counselling for mental health and psychosocial problems in primary care (Review)

30

Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Bower 2003a

Bower P, Byford S, Barber J, Beecham J, Simpson S, Friedli K,
Corney R, King M, Harvey |. Meta-analysis of data on costs from
trials of counselling in primary care: using individual patient
data to overcome sample size limitations in economic analyses.
BMJ2003;326:1247-50.

Bower 2005

Bower P, Gilbody S. Managing common mental health disorders
in primary care: conceptual models and evidence base. British
Medical Journal 2005;330:839.

Bower 2005a

Bower P, Gilbody S. Stepped care in psychological therapies:
access, effectiveness and efficiency: narrative literature review.
British Journal of Psychiatry 2005;186:11-7.

Briggs 2000

Briggs A. Economic evaluation and clinical trials: size matters.
British Medical Journal 2000;321:1362-3.

Cape 2010

Cape J, Whittington C, Buszewicz M, Wallace P, Underwood L.
Effectiveness of brief psychological therapies for anxiety and
depression in primary care: meta-analysis and meta-regression.
BMC Health Services Research 2010;8:38.

Chambless 1998

Chambless D, Hollon S. Defining empirically supported
therapies. Journal of Consulting and Clinical Psychology
1998;66:7-18.

Churchill 2002

Churchill R, Hunot V, Corney R, Knapp M, McGuire H, Tylee A, et
al. A systematic review of controlled trials of the effectiveness
and cost-effectiveness of brief psychological treatments for
depression. Health Technology Assessment 2002;5 (35).

Clark 2009

Clark D, Layard R, Smithies R, Richards D, Suckling R, Wright B.
Improving access to psychological therapy: Initial evaluation of
two UK demonstration sites. Behaviour Research and Therapy
2009;4(11):910-20.

Coe 1996

Coe N, Ibbs A, O'Brien J. The cost effectiveness of introducing
counselling into the primary care setting in Somerset. Somerset
Health Authority: Unpublished report, 1996.

Cohen 1979

Cohen J. Counselling in the European Economic Community.
Journal of the Royal College of General Practitioners
1979;29:535-8.

Cooper 1982

Cooper P, Osborn M, Gath D, Feggetter G. Evaluation of a
modified self-report measure of social adjustment. British
Journal of Psychiatry 1982;141:68-75.

Derogatis 1983

Derogatis L, Melisaratos N. The Brief Symptom Inventory: an
introductory report. Psychological Medicine 1983;13:595-605.

DOH 2001
Department of Health. Treatment Choice in Psychological

Therapies and Counselling: Evidence based clinical practice
guideline. London: Department of Health, 2001.

Elkin 1989
Elkin I, Shea T, Watkins J, Imber S, Sotsky S, Collins J, et al.
National Institute of Mental Health Treatment of Depression
Collaborative Research Program. Archives of General Psychiatry
1989;46:971-82.

Elliott 2003
Elliott R, Greenberg L, Lietaer G. Research on experiential
psychotherapies. In: Lambert M editor(s). Handbook of
Psychotherapy and Behaviour Change. 5. New York: John Wiley
and Sons, 2003:493-539.

Fry 1994

Fry J, Horder J. Primary Health Care in an International Context.
Abingdon: Wace Burgess, 1994.

Gask 1997
Gask L, Sibbald B, Creed F. Evaluating models of working at the

interface between mental health services and primary care.
British Journal of Psychiatry 1997;170:6-11.

Gellatly 2007

Gellatly J, Bower P, Hennessy S, Richards D, Gilbody S,
Lovell K. What makes self-help interventions effective in the
management of depressive symptoms? Meta-analysis and
meta-regression. Psychological Medicine 2007;37:1217-28.

Gilbody 2006

Gilbody S, Bower P, Fletcher J, Richards D, Sutton A.
Collaborative care for depression: a systematic review and
cumulative meta-analysis. Archives of Internal Medicine
2006;166:2314-21.

Gilbody 2010

Gilbody S. Depression in primary care. In: Gilbody S, Bower P
editor(s). Depression in primary care: evidence and practice.
Cambridge: Cambridge University Press, 2010:1-15.

Goldberg 1987

Goldberg D, Bridges K, Duncan-Jones P, Grayson D. Dimensions
of neuroses seen in primary care settings. Psychological
Medicine 1987;17:461-70.

Goldberg 1992

Goldberg D, Huxley P. Common Mental Disorders: A biosocial
model. London: Routledge, 1992.

Greenberg 1994

Greenberg L, Elliott R, Lietaer G. Research on experiential
therapies. In: Bergin A, Garfield S editor(s). Handbook of
Psychotherapy and Behavior Change. New York: John Wiley and
Sons, 1994,

Counselling for mental health and psychosocial problems in primary care (Review) 31
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Harkness 2009

Harkness E, Bower P. On-site mental health workers
delivering psychological therapy and psychosocial
interventions to patients in primary care: effects on the
professional practice of primary care providers. Cochrane
Database of Systematic Reviews 2009, Issue Issue 1. [DOI:
10.1002/14651858.CD000532.pub?2]

Harray 1975

Harray A. The role of the counsellor in a medical centre. New
Zealand Medical Journal 1975;82:383-5.

Higgins 2008
Higgins JPT, Green S. Cochrane Handbook for Systematic
Reviews of Interventions Version 5.0.2 [updated September
2009]. The Cochrane Collaboration, 2008. Available from
www.cochrane-handbook.org.

Holmes 2002

Holmes J. All you need is cognitive-behaviour therapy. BMJ
2002;324:288-90.

Hughes 1998

Hughes P. Non-directive counselling versus routine general
practitioner care [letter]. The Lancet 1998;351:750-1.

Kaltenthaler 2006

Kaltenthaler E, Parry G, Beverley C. The clinical and cost-
effectiveness of computerised cognitive behaviour therapy
(CCBT) for anxiety and depression. Health Technology
Assessment 2006;10 (33).

Katon 2000

Katon W, Rutter C, Lin E, Simon G, Von Korff M, Bush T, Walker E,
Ludman E. Are there detectable differences in quality of care or
outcome of depression across primary care providers?. Medical
Care 2000;38:552-61.

Keithley 1995

Keithley J, Marsh G. Counselling in primary health care. Oxford:
Oxford University Press, 1995.

Kendrick 2009

Kendrick T, Dowrick C, McBride A, Howe A, Clarke P,

Maisey S, Moore M, Smith P. Management of depression

in UK general practice in relation to scores on depression
severity questionnaires: analysis of medical record data. BMJ
2009;338:b750.

King 2005

King M, Nazareth I, Lampe F, Bower P, Chandler M, Morou M, et
al. Impact of participant and physician intervention preferences
on randomized trials: a systematic review. Journal of the
American Medical Association 2005;293(9):1089-99.

Kraemer 2006

Kraemer H, Kupfer D. Size of treatment effects and their
importance to clinical research and practice. Biological
Psychiatry 2006;59(11):990-6.

Layard 2006

Layard R. The case for psychological treatment centres. British
Medical Journal 2006;332:1030-2.

Luborsky 1975

Luborsky L, Singer B. Comparative studies of psychotherapies:
is it true that everyone has won and all must have prizes?.
Archives of General Psychiatry 1975;32:995-1008.

McManus 2009

McManus S, Melzer H, Brugha P, Bebbington P, Jenkins R. [Adult
psychiatric morbidity in England, 2007: Results of a household
survey]. Adult psychiatric morbidity in England, 2007: Results
of a household survey. NHS Health and Social Care Information
Centre, 2009.

Mellor-Clark 2001

Mellor-Clark J, Simms-Ellis R, Burton M. National Survey
of Counsellors in Primary Care: Evidence for growing
professionalisation. London: Royal College of General
Practitioners, 2001.

Mitchell 2009

Mitchell A, Vaze A, Rao S. Clinical diagnosis of depression in
primary care: a meta-analysis. Lancet 2009;374:609-12.

Murray 1996

Murray C, Lopez A. The Global Burden of Disease: a
comprehensive assessment of mortality and disability from
diseases, injuries, and risk factors in 1990 and projected to 2020.
Harvard School of Public Health: Harvard University Press,
1996.

NICE 2010

National Institute of Health and Clinical Excellence. Depression:
the NICE guideline on the treatment and management of
depression in adults (updated edition). http://www.nice.org.uk/
nicemedia/pdf/Depression_Update_FULL_GUIDELINE.pdf.

NICE 2011

National Institute for Health and Clinical Excellence. Common
mental health disorders: Identification and pathways to care.
London: National Institute for Health and Clinical Excellence,

2011.

Priest 1996

Priest R, Vize C, Roberts A, Roberts M, Tylee A. Lay people's
attitudes to treatment of depression: results of opinion poll
for Defeat Depression Campaign just before its launch. British
Medical Journal 1996;313:858-9.

Raine 2002

Raine R, Haines A, Sensky T, Hutchings A, Larkin K, Black N.
Systematic review of mental health interventions for patients
with common somatic symptoms: can research evidence from
secondary care be extrapolated to primary care?. British Medical
Journal 2002;325:1082.

Roland 1998

Roland M, Torgerson D. What are pragmatic trials?. BMJ
1998;316:285.

Counselling for mental health and psychosocial problems in primary care (Review) 32
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


https://doi.org/10.1002%2F14651858.CD000532.pub2

Trusted evidence.
Informed decisions.
Better health.

= 3 Cochrane
st g Library

Cochrane Database of Systematic Reviews

Roth 1996

Roth A, Fonagy P. What Works for Whom? A Critical Review of
Psychotherapy Research. What Works for Whom? A Critical
Review of Psychotherapy Research. London: Guildford, 1996.

Sibbald 1993

Sibbald B, Addington Hall J, Brenneman D, et al. Counsellors
in English and Welsh general practices: their nature and
distribution. British Medical Journal 1993;306:29-33.

Singleton 2001

Singleton N, Bumpstead R, O'Brien M, Lee A, Meltzer H.
Psychiatric morbidity among adults living in private
households, 2000. (http://www.statistics.gov.uk/downloads/
theme_health/psychmorb.pdf - accessed 16 September 2008)
2001.

Starfield 1992

Starfield B. Primary care: concept, evaluation and policy. New
York: Oxford University Press, 1992.

Stiles 2006

Stiles W, Barkham M, Twigg E, Mellor-Clark J, Cooper M.
Effectiveness of cognitive-behavioural, person-centred and
psychodynamic therapies as practised in UK National Health
Service settings. Psychological Medicine 2006;36:555-66.

Stiles 2008

Stiles W, Barkham M, Mellor-Clark J, Connell J. Effectiveness of
cognitive-behavioural, person-centred, and psychodynamic
therapies in UK primary care routine practice: Replication with a
larger sample. Psychological Medicine 2008;38:677-88.

Sutton 1998

Sutton A, Abrams K, Jones D, Sheldon T, Song F. Systematic
reviews of trials and other studies. Health Technology
Assessment 1998;2(19).

Sutton 2000

Sutton A, Duval S, Tweedie R, Abrams K, Jones D. Empirical
assessment of effect of publication bias on meta-analyses.
British Medical Journal 2000;320:1574-7.

Thompson 2000

Thompson C, Kinmonth A, Stevens L, Peveler R, Stevens A,
Ostler K, Pickering R, Baker N, Henson A, Preece J, Cooper D,
Campbell M. Effects of a clinical practice guideline and practice-
based education on detection and outcome of depression

in primary care: Hampshire Depression Project randomised
controlled trial. Lancet 2000;355:185-91.

Torgerson 1996

Torgerson D, Klaber-Moffett J, Russell I. Patient preferences in
randomised trials: threat or opportunity?. Journal of Health
Services Research and Policy 1996;1(4):194-7.

Tylee 1998

Tylee A. Counselling in primary care (commentator's reply).
Lancet 1998;351:752.

Ustun 1995

Ustun T, Sartorius N. Mental illness in general health care: an
international study. Chichester: John Wiley and Sons, 1995.

Waydenfeld 1980

Waydenfeld D, Waydenfeld S. Counselling in general
practice. Journal of the Royal College of General Practitioners,
1980;30:671-7.

Weston 2004

Weston D, Novotny C, Thompson-Brenner H. The empirical
status of empirically supported psychotherapies: assumptions,
findings, and reporting in controlled clinical trials. Psychological
Bulletin 2004;130:631-63.

WHO 2001

World Health Organisation. ATLAS - Mental Health Resources in
the World 2001. Geneva: World Health Organisation, 2001.

WHO 2008

World Health Organisation. World Organization of Family
Doctors. Integrating mental health into primary care: a global
perspective. Integrating mental health into primary care: a
global perspective. Switzerland: World Health Organisation/
WONCA, 2008.

References to other published versions of this review

Bower 2002

Bower P, Rowland N, Mellor Clarke J, Heywood P, Godfrey C,
Hardy R. Effectiveness and cost effectiveness of counselling in
primary care. Cochrane Database of Systematic Reviews 2002,
Issue 3. [DOI: 10.1002/14651858.CD001025.pub2]

Bower 2003

Bower P, Rowland N, Hardy R. The clinical effectiveness of
counselling in primary care: a systematic review and meta-
analysis. Psychological Medicine 2003;33:203-15.

Bower 2006

Bower P, Rowland N. Effectiveness and cost effectiveness
of counselling in primary care (Review). Cochrane
Database of Systematic Reviews 2006, Issue Issue 3. [DOI:
10.1002/14651858.CD001025.pub2]

Rowland 2000

Rowland N, Godfrey C, Bower P, Mellor-Clark J, Heywood P,
Hardy R. Counselling in primary care: a systematic review of the
research evidence. British Journal of Guidance and Counselling
2000;28(2):215-31.

* Indicates the major publication for the study

Counselling for mental health and psychosocial problems in primary care (Review) 33
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


https://doi.org/10.1002%2F14651858.CD001025.pub2
https://doi.org/10.1002%2F14651858.CD001025.pub2

: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

CHARACTERISTICS OF STUDIES

Characteristics of included studies [ordered by study ID]

Barrowclough 2001

Methods RCT

Recruitment: Patients referred from primary care and community services, and self referrals were also
accepted following advertisements in local newspapers. The majority of referrals came from primary
care.

Randomisation: Patients randomly allocated using minimisation stratified on severity of symptoms,
co-morbid psychiatric disorder and diagnosed anxiety disorder. Randomisation conducted by means of
a computer program operated by an independent third party.

Follow up: 16 weeks (post treatment) and 3, 6 and 12 months

Attrition: Nine participants lost in baseline period before access to treatment (six declined to enter
therapy or complete follow up, three patients excluded because of serious physical illness), three
dropped out within first four sessions and were lost to follow up. Forty three participants completed
treatment and retention at follow up was 39/43 (91%) at three months, 39/43 (91%) at six months and
40/43 (93%) at 12 months.

Participants Treatment =24 Control = 19 (n=43 excluding those lost in six week baseline period, total n=55, Treat-
ment=28, Control=27)

Included: Patients, aged 55 and over, diagnosed with anxiety disorder by SCID (panic disorder with and
without agoraphobia, social phobia, GAD and anxiety disorder not otherwise specified, Beck Anxiety
score outside the normal range and assessed by the GP as not suffering from medical conditions that
produces anxiety symptoms.

Excluded: Patients with evidence of significant cognitive impairment, patients on medication which
was constant for three months before entry and planned to remain constant for the duration of the
study.

Age: Mean 72.0 (SD 6.2)

Gender: Male 10 (23%); Female 33 (77%).

Martial status: 21 (49%) married, 17 (39%) widowed, three (7%) divorced, two (5%) single

Education: 41 (95%) left school between 14 and 16, two (5%) completed college/university

Medication: 100% prescribed medication, 25 (58%) anxiolytics, 22 (51%) antidepressants, four (9%)
both

Accommodation: 42 (98%) own accommodation, one (2%) sheltered

Health: eight (19%) had no current physical health problem

Anxiety: 22 (51%) panic disorders with and without agoraphobia, one (2%) social phobia, eight (19%)
GAD and 12 (28%) anxiety disorder not otherwise specified, mean duration 20 years (SD 20)
Comorbidity: 10 (23%) had comorbid psychiatric disorders, seven (16%) concurrent mood disorder sec-
ondary to anxiety, two (5%) panic as secondary to primary anxiety disorder, one (2%) GAD secondary to
primary anxiety disorder

Setting: Not clear
Region: Manchester, England.

Interventions Treatment: Supportive counselling by BACP accredited counsellor and psychology graduate (n = 1), de-
tailed in a treatment manual, involving verbal and nonverbal attending, active listening, open ques-
tioning, reflecting back, paraphrasing and summation. Monthly peer supervision to ensure treatment
fidelity, audiotaping for fidelity check.

Control: CBT from doctoral level clinical psychologists with specialist training in cognitive therapy
(n=2), detailed in manuals, particular CBT models based on particular diagnoses. Monthly peer supervi-
sion to ensure treatment fidelity, audiotaping for fidelity check.

Duration: Treatment: 8-12 sessions of 1 hour over 16 weeks, majority delivered in patient's home
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Barrowclough 2001 (continued)

Control: 8-12 sessions of 1 hour over 16 weeks, majority delivered in patient's home

Mean 10.7 sessions SD 1.2 for both therapies, no difference between therapies

Outcomes Instruments: Beck Anxiety Inventory (BAl), State-Trait Anxiety Inventory (STAI) Trait form, Hamilton Rat-
ing Scale for Anxiety (HRSA), Beck Depression Inventory, Geriatric Depression Scale (GDS), Credibility of
Treatment questionnaire.

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Minimisation by computer programme

tion (selection bias)

Allocation concealment Low risk Computer program used by independent third party

(selection bias)

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-

and personnel (perfor- enced by lack of blinding

mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding

sessment (detection bias)

Patient reported out-

comes

Blinding of outcome as- Low risk Assessor not aware of treatment allocation

sessment (detection bias)

Observer rated outcomes

Incomplete outcome data Unclear risk Follow up was 71% at three months (treatment 23/28, control 16/27) 71% at

(attrition bias) six months (treatment 23/28, control 16/27) and 73% at 12 months (treatment

All outcomes 23/28, control 17/27), no reasons for missing data provided by group

Selective reporting (re- Unclear risk No protocol available

porting bias)

Other bias Unclear risk Insuficient information available to assess

Boot 1994

Methods RCT
Recruitment: Patients identified by GPs during routine consultations. Criteria for trial eligibility were
agreed by GPs and counsellors prior to the study.
Randomisation: Random allocation made using a card where concealed experimental and control op-
tions were prepared in advance by computer. With consent, patients entered into study and then ran-
domly allocated to treatment or control by GP by peeling sticker from patient allocation card to reveal
allocation.
Follow up: six weeks (post-treatment)
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Boot 1994 (continued)

Attrition: 12/204 (6%) patients refused entry to trial. 67/124 (54%) Treatment patients followed up and
41/68 (60%) Control patients followed up. Health care utilisation data from GPs for 88% Treatment and
86% Control groups.

Participants Treatment = 124 Control =68

Included: Patients, aged 16 and over, presenting with recent rather than chronic psychological and
emotional problems (e.g., stress, crisis, relationship or family problems, anxiety, depression, bereave-
ment, sexual difficulties, employment and financial problems).

Excluded: Patients with severe psychiatric problems (not specified).

Age: Mean 38.7
Gender: Male 66 (35%); Female 126 (65%).
Class: I/11 57 (30%); 111 43 (22%); IV 33 (17%); V 33 (18%); Student/NK 23 (12%)

Setting: seven General Practices
Region: Northamptonshire, England.

Interventions Treatment: One to one counselling by BACP accredited or accreditable counsellors (n =5), using BACP
definition of counselling.

Control: Usual GP care (n=28).

Duration: Treatment: Usually a single one hour session per week for six weeks. 107 received 54 GP con-
sultations in 6 weeks.
Control: 60 patients received 39 GP consultations over 6 weeks.

Outcomes Instruments: General Health Questionnaire (GHQ); Health service usage (GP consultation rates, pre-
scribing and referrals to external agencies) extracted from medical records; Patient evaluation of treat-
ment (4 item measure).

Notes

Risk of bias

Bias Authors' judgement Support for judgement
Random sequence genera-  Low risk Prepared by computer

tion (selection bias)

Allocation concealment High risk Identified problems with allocation procedure in one GP, although corrected at
(selection bias) an early stage, may refer to unconcealed allocation

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-
and personnel (perfor- enced by lack of blinding

mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding
sessment (detection bias)

Patient reported out-

comes

Blinding of outcome as- Low risk Extracted by GP from patient records
sessment (detection bias)
Health care utilisation

Incomplete outcome data Unclear risk Follow up at six weeks was 56% (67/124 in treatment and 41/68 in controls) for
(attrition bias) primary GHQ outcome, no reasons for missing data provided by group
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All outcomes
Selective reporting (re- Unclear risk No protocol available
porting bias)
Other bias Unclear risk Insuficient information available to assess

Chilvers 2001

Methods

Patient preference RCT

Recruitment: GPs assessed patients using checklist (Research Diagnostic Criteria for Major depression).
Those with mild to moderate depression recruited.

Randomisation: Blocks of four stratified by practice. Allocation by telephone. Patients who refused ran-
domisation received treatment of choice.

Follow-up: eight weeks and 12 months

Attrition: For randomised patients, 85/103 (83%) completed eight week questionnaire; 78/103 (76%)
attended eight week visit with GP; 65/103 (63%) completed 12 months questionnaire, 46/103 (45%)
attended for 12 month visit with GP; 99/103 (96%) had 12 month case note review. For preference pa-
tients, 164/220 (75%) completed 8 week questionnaire; 142/220 (65%) completed 12 months question-
naire, 80/220 (36%) attended for 12 month visit with GP; 212/220 (96%) had 12 month case note review.
Significant difference (p =0.01) in attendance at 12 months follow up appointment - attendance ranged
between 25% for patients choosing antidepressants to 53% for those randomised to antidepressants.

Participants

Randomised:
Treatment =52

Medication =51
Preference:
Treatment =140
Medication =80

Included: Aged 18 to 70, met Research Diagnostic Criteria.
Excluded: Suicidal; psychotic; post natal depression; recent bereavement; drug or alcohol misuse.

Age: Mean 37.8

Gender: Male 23%

Class: I/11 30%; 111 38%; IV or V 33%
Ethnicity: not reported.

Setting: 31 practices
Region: Trent health region, UK

Interventions

Intervention: Treatment: Generic counselling provided by trained counsellor
Medication: Antidepressant treatment from GP

Duration: Treatment: Six session guideline - actual number not clear
Medication: Not clear

Outcomes Instruments: Beck Depression Inventory (BDI); Research Diagnostic Criteria (RDC); GP rating: SF - 36;
global outcome.
Notes
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Chilvers 2001 (continued)
Risk of bias

Bias Authors' judgement

Support for judgement

Random sequence genera-  Unclear risk
tion (selection bias)

Stated 'random' only

Allocation concealment Low risk
(selection bias)

Central randomisation by telephone

Blinding of participants High risk
and personnel (perfor-

mance bias)

All outcomes

Participants and personnel could not be blinded, outcome likely to be influ-
enced by lack of blinding

Blinding of outcome as- High risk
sessment (detection bias)

Patient reported out-

comes

Self report and likely to be influenced by lack of blinding

Blinding of outcome as- Low risk
sessment (detection bias)
Observer rated outcomes

RDC criteria and psychiatrist ratings blinded, adequacy of blind checked

Blinding of outcome as- Low risk
sessment (detection bias)
Health care utilisation

Extracted from GP and hospital case notes

Incomplete outcome data  Unclear risk
(attrition bias)
All outcomes

Follow up at 8 weeks was 83% (40/52 in treatment and 45/51 in controls), 12
month case note review was 96% (50/52 in treatment and 49/51 in controls) 12
month questionnaire was 63% (31/52 in treatment and 34/51 in controls), no
reasons for missing data provided by group

Selective reporting (re- Unclear risk
porting bias)

No protocol available

Other bias Unclear risk Insuficient information available to assess
Friedli 1997
Methods RCT

Recruitment: Patients presenting with emotional difficulties identified and referred for entry into study,
with patient consent, by GP.

Randomisation: Block randomisation was carried out. Two sets of blocks of six (three therapist and
three GP) random combinations were sealed in consecutive envelopes. Patients were randomly as-
signed to therapist or GP at the end of the baseline assessment by researcher.

Follow up: three months and nine months

Attrition: 35/171 patients identified by GPs as eligible for trial, were excluded, of whom 20 refused en-
try. Of 35 non participants, 80% female. 110 (81%) followed up at three months and 117 (86%) at nine
months. At nine months 62 (89%) Treatment and 55 (83%) Control followed up. No significant differ-
ences in baseline scores between those followed up and those lost to follow up.

Participants Treatment =70 Control =66
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Friedli 1997 (continued)

Included: Patients aged 18 years or over, with recent onset (last six months) of emotional difficulties
deemed by GP to require brief psychotherapy. No consultation for emotionalillness for 12 months be-
fore index episode.

Excluded: Receiving psychological treatment; psychotic or chronic mental illness; actively suicidal; se-
vere drug or alcohol dependency; physical illness such that unable to attend surgery; language difficul-
ties, illiteracy; learning disability.

Age: Mean age 39

Gender:

M: 26 (19%); F: 110 (81%)

Class: | - 1lla 102 (81%); 1lib - V 24 (19%)
Ethnicity: White 125 (92%); Non white 11 (8%)

Setting: 14 general practices
Region: N.W. London, UK.

Interventions Treatment: Brief non-directive (Rogerian) one-to-one psychotherapy by four BACP accredited or ac-
creditable counsellors.

Control: Standard GP care. Fourteen practices in London, UK; number of GPs who referred or partici-
pated is unclear. GPs discouraged from referring patients to therapist during trial unless essential.

Duration: Treatment: 6 to 12 sessions of 50 mins. Mean 7.7 sessions (SD 3.8, range 1 to 12).
Control: Not reported.

Outcomes Instruments: Beck Depression Inventory (BDI); Brief Symptom Inventory (BSI); Modified Social Adjust-
ment Scale (SAS); Revised Clinical Interview Schedule (CIS). Patient satisfaction with treatment mea-
sured using Brief Structured Recall for Satisfaction.

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Stated random combinations in envelopes only

tion (selection bias)

Allocation concealment Unclear risk Sealed, consecutive envelopes
(selection bias)

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-
and personnel (perfor- enced by lack of blinding
mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding
sessment (detection bias)

Patient reported out-

comes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding
sessment (detection bias)
Health care utilisation

Incomplete outcome data Unclear risk Follow up at three months was 81% (59/70 in treatment and 51/66 in controls),
(attrition bias) at nine months was 86% (62/70 in treatment and 55/66 in controls), no reasons
All outcomes for missing data provided by group
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Selective reporting (re- Unclear risk No protocol available
porting bias)
Other bias Unclear risk Insuficient information available to assess
Harvey 1998
Methods RCT

Recruitment: GPs identified suitable patients; requested consent; recorded baseline data; completed
scales and then randomised patient.

Randomisation: Subjects randomly allocated using sealed opaque envelopes prepared outside the
practices by the research team. Regular checks made to ensure envelopes being opened in strict num-
ber order. Block randomisation (six block size) was used, with a 2:1 ratio in favour of counselling to
avoid waiting lists for counselling.

Follow up: 4 months.

Attrition: 122/162 (75%) patients followed up at four months, 24% and 26% from each arm (not clear
which, presumably Treatment and Control respectively).

Participants

Treatment =111 Control =51

Included: Patients aged 16 and over with minor mental health problems, irrespective of previous men-
tal health history.

Excluded: Patients with phobic conditions or psychoses.

Age: 37.0 (median)

Gender: Male 42 (26%); Female 120 (74%)

Class: Non manual 54 (36%); Manual 18 (12%); Economically inactive 80 (53%)

Setting: GP surgeries and health centres.
Region: Cardiff and Swansea, Wales.

Interventions

Treatment: Brief non-standardised person centered one to one counselling (including solution focused,
cognitive behavioural) by nine different professionals. Counsellors were BACP accredited or trained to
diploma standard.

Control: Routine GP care (GPs from nine practices) including drug treatment, referral to secondary care
or other agencies.

Duration: Treatment: Treatment offered up to six weekly sessions of 50 mins, median attended three
(mean 4.2), 3.67 hours, IQR of 5.3, 3.6% (n =3 ) DNA. Control: Mean 1.5 hrs GP time, 0.22 referrals.

Outcomes

Instruments: Hospital Anxiety and Depression Scale (HAD); COOP/WONCA functional health assessment
scales; Duke Functional Social Support Scale (DFSS); Delighted-Terrible Faces overall assessment of
quality of life (DT); Short Form 36 (Swansea practices only). Cost of counsellor time £11 (actual costs)

or £15 per hour (from recent survey). GP time cost £25 per hour. Cost of medication and referrals to oth-
er agencies (latter based on mean prices set by NHS Trusts in Avon). Sensitivity analysis used three ap-
proaches to referral costs 1) assumed NHS costs only and that number of Out Patient appointments
consistent with specialty follow up patterns observed 2) As above, but included costs of private refer-
rals 3) assumed that each out patient referral resulted in only one appointment and included costs of
private referrals.

Notes
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Harvey 1998 (Continued)
Risk of bias

Bias

Authors' judgement Support for judgement

Random sequence genera-  Unclear risk Stated block randomisation only
tion (selection bias)
Allocation concealment Low risk Opaque, sealed envelopes, but checks made to make sure they were opened in
(selection bias) strict number order
Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-
and personnel (perfor- enced by lack of blinding
mance bias)
All outcomes
Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding
sessment (detection bias)
Patient reported out-
comes
Blinding of outcome as- Low risk Data from clinical notes
sessment (detection bias)
Health care utilisation
Incomplete outcome data  Unclear risk Follow up at four months was 75% (24% and 26% lost per group, but not clear
(attrition bias) which), no reasons for missing data provided by group
All outcomes
Selective reporting (re- Unclear risk No protocol available
porting bias)
Other bias Unclear risk Insuficient information available to assess
Hemmings 1997
Methods RCT

Recruitment: Identification, request for consent and randomisation by GPs.

Randomisation: GP opened a sealed random selection envelope containing either a Counselling or
Control slip, in a ratio of 2:1. Actual ratio at end of study was 2.85:1. One GP's patients were excluded
from the study after referring nine subjects to Counselling group and only one to routine treatment (a
chance referral ratio of more than 6:1 was considered unlikely).

Follow up: four months and eight months

Attrition: 154 (82%) patients followed up at four months and 100 (53%) at eight months. 114/136
(84%) Treatment and 40/52 Control (77%) followed up at four months. Figures given identical for eight
months but from percentages would be 76 Treatment (56%) and 24 Control (46%).

Participants

Treatment = 136 Control =52

Included: GPs and counsellors agreed criteria taking into account counsellors' training and skills. In-
cluded patients with anxiety disorders, including phobic anxiety and obsessive compulsive disorder;
depressive disorder; undifferentiated somatoform disorders; psychosexual problems; relationship and
family problems; bereavement and substance misuse problems.

Excluded: Patients with very severe depression.
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Hemmings 1997 (Continued)

Age: Mean age 36.8

Gender:

Male 52 (28%); Female 136 (72%)

Class: I/11 11 (6%); I1INM 44 (23%); I1IM 31 (17%); IV 47 (25%); Housewife 55 (29%)

Setting: one urban, two semi rural general practices.
Region: Sussex, England.

Interventions

Treatment: One to one generic counselling by three different professionals who met minimum require-
ment for BACP accreditation. Consistent with BACP definition of counselling (personal communication,
2000). Cognitive analytic and psychosynthesis used by two counsellors.

Control: Routine care including reassurance and advice.

Duration: Treatment: Mean 5.7 sessions per patient (range 0 to 14); no description of length of sessions,
assumed therapeutic hour (50 mins). No details of GP consultations.

Control: 18 (34%) had one consultation only, 17 (33%) referred to external counselling and psycholo-
gy services; 17 (33%) prescribed psychotropic medication; six of whom were referred to psychiatric ser-
vices. No details of GP consultations.

Outcomes Instruments: Symptom Index; Inventory of Interpersonal Problems; Eyesenck Personality Question-
naire: Repertory Grids; Counselling Satisfaction Questionnaire. Medical notes for details of external re-
ferrals and medication. No cost effectiveness analysis undertaken.

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Stated random only

tion (selection bias)

Allocation concealment High risk Sealed envelopes only, patients removed because of irregularities in randomi-

(selection bias) sation process which lead to randomisation ratio of 2.85 to 1, rather than ex-

pected2to 1

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-

and personnel (perfor- enced by lack of blinding

mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding

sessment (detection bias)

Patient reported out-

comes

Blinding of outcome as- Low risk Data extracted from GP notes

sessment (detection bias)

Health care utilisation

Incomplete outcome data Unclear risk Follow up at four months was 82% (114/136 treatment and 40/52 control), at

(attrition bias) eight months 53% (76/136 treatment and 24/52 control), no reasons for miss-

All outcomes ing data provided by group

Selective reporting (re- Unclear risk No protocol available

porting bias)

Other bias Unclear risk Insuficient information available to assess
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King 2000

Methods

Patient preference RCT
Recruitment: Identification by GP.

Randomisation: By numbered, sealed, opaque envelopes. Allocation was blocked and stratified for BDI
score. Patients either randomised between all three treatments, between two psychological therapies,
or allocated by preference. Separate randomisation schedules for randomisation between three treat-
ments and randomisation between the two psychological therapies, and for each assessor.

Follow-up: 4 and 12 months.

Attrition: 180/197 (91%) of patients randomised between the three treatments at four months; 165/197
(84%) at 12 months. 111/130 (85%) of patients randomised between two treatments at four months;
101/130 (78%) at 12 months. 120/137 (88%) of patients with preferences at four months; 106/137 (77%)
at 12 months.

Participants

Randomised between three therapies (NDC 67, CBT 63, GP 67).
Randomised between two therapies (NDC 59, CBT =71).
Preference allocation (NDC 54, CBT 81, GP =2)

Included: Patients with depression or mixed anxiety/depression.

Excluded: Suicidal; therapy in last 6 months; on anti-depressants; restricted mobility; organic brain
syndrome; language or learning difficulties.

Age: Mean 39 in NDC, mean 36 in CBT, mean 37 in GP

Gender: 53 (79%) F in NDC, 49 (78%) in CBT, 50 (75%) in GP.

Class: | -111: 46 (69%) in NDC, 40 (66%) in CBT, 45 (67%) in GP.

Ethnicity: 61 (92%) white in NDC, 57 (91%) in CBT, 59 (89%) white in GP.

Setting: 24 practices
Region: London and Greater Manchester, although some patients seen in hospital and community set-
ting.

Interventions

Treatment 1 = Non directive counselling from BACP accreditable therapists
Treatment 2 = cognitive-behavioural therapy from BABCP accreditable therapists
Control = Routine GP care.

Duration: Treatment 1 = mean of 6.4 sessions plus 7.7 surgery contacts over 12 months
Treatment 2 = mean of 5.0 sessions plus mean of 6.5 surgery contacts over 12 months
Control = mean of 9.1 surgery contacts over 12 months

Outcomes Instruments: Beck Depression Inventory; Brief Symptom Index, Social Adjustment Scale, Euroqol; Com-
puterised revised clinical interview schedule; satisfaction scale. Cost effectiveness analysis.
Notes
Risk of bias
Bias Authors' judgement Support for judgement
Random sequence genera-  Unclear risk Stated random schedule only
tion (selection bias)
Allocation concealment Low risk Numbered, sealed, opaque envelopes
(selection bias)
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King 2000 (Continued)

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-
and personnel (perfor- enced by lack of blinding
mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding
sessment (detection bias)

Patient reported out-

comes

Blinding of outcome as- Low risk Data extracted from medical records and self report
sessment (detection bias)
Health care utilisation

Incomplete outcome data  Unclear risk Randomised between three groups, follow up at four months was 91% (62/67
(attrition bias) treatment 1, 56/63 treatment two, 62/67 control) at 12 months was 84% (58/67
All outcomes treatment one, 50/63 treatment two, 57/67 control), randomised between two

groups, follow up at four months was 85% (50/59 treatment one, 61/71 treat-
ment two) at 12 months was 78% (44/59 treatment one, 57/71 treatment two),
no reasons for missing data provided by group

Selective reporting (re- Unclear risk No protocol available
porting bias)

Other bias Unclear risk Insuficient information available to assess
Schroer 2009
Methods Pilot RCT

Recruitment: Identification by GP and mental health workers, and recruitment via practice databases.

Randomisation: Patients allocated randomly by trials unit. Researchers and clinicians have no influ-
ence on allocation. Allocated to acupuncture, counselling or usual care, patients in acupuncture or
counselling randomised to either 12 or 24 sessions of treatment

Follow-up: 3, 6 and 9 months.

Attrition: 30/40 (75%) at 3 months, 25/40 (63%) at 6 months, 18/40 (45%) at 9 months

Participants Treatment 1 Randomised to counselling 12 sessions n=6
Treatment 2 Randomised to counselling 24 sessions n=6
Treatment 3 Randomised to acupuncture 12 sessions n=6
Treatment 4 Randomised to acupuncture 24 sessions n=6
Control 1 Randomised to usual care n=16

Included: Patients (18+) who are being managed in primary care who have consulted their GP and have
been diagnosed with depression with a depression score of 10+ on the PHQ9

Excluded: Diagnosed with terminal illness, mobility issues who cannot travel to appointments, in-
volved with other research projects, dementia, learning difficulties, and communication problems, cur-
rently receiving acupuncture or counselling, cannot speak sufficient English to communicate with a
counsellor or acupuncture practitioner, alcohol or substance abuse problems, diagnosis of bipolar dis-
order,

psychosis, or personality disorder.
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No data on participants (pilot study only)

Interventions

Treatment 1 Counselling 12 sessions

Treatment 2 Counselling 24 sessions

Treatment 3 Acupuncture 12 sessions

Treatment 4 Acupuncture 24 sessions

Control 1 Usual care

Outcomes Instruments: Beck Depression Inventory, PHQ-9, CORE 34, SF-36 Bodily Pain, EQ5D, W-BQ12, cost effec-
tiveness analysis (pilot)

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Unclear risk Stated random only

tion (selection bias)

Allocation concealment Low risk By trials unit, researchers and clinicians have no influence on allocation

(selection bias)

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-

and personnel (perfor- enced by lack of blinding

mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding

sessment (detection bias)

Patient reported out-

comes

Blinding of outcome as- Unclear risk Source of data not clear

sessment (detection bias)

Health care utilisation

Incomplete outcome data Unclear risk Follow up at three months was 75% (2/6 treatment one, 5/6 treatment 2, 5/6

(attrition bias) treatment three, 4/6 treatment four, 14/16 control), at six months was 63%

All outcomes (1/6 treatment one, 4/6 treatment two, 4/6 treatment three, 3/6 treatment
four, 13/16 control), at nine months 45% (1/6 treatment one, 3/6 treatment
two, 4/6 treatment three, 3/6 treatment four, 7/16 control), no reasons for
missing data provided by group

Selective reporting (re- Unclear risk Protocol of pilot available, data on outcomes not reported as designed as a pi-

porting bias) lot only

Other bias Unclear risk Insuficient information available to assess

Simpson 2000
Methods RCT
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Simpson 2000 (Continued)

Recruitment: Originally identified by GPs; then changed to screening waiting surgery patients using
BDI.

Randomisation: Health Authority undertook randomisation using random number tables.
Follow-up: 6 and 12 months.

Attrition: Treatment = 82/92 (89%) at six months, 75/92 (82%) at 12 months, 54/92 (59%) at 36 months.
Control=79/89 (89%) at six months, 68/89 (76%) at 12 months, 55/89 (62%) at 36 months.

Participants

Treatment =92
Control =89.

Included: Aged 18 to 70 with mild to moderate symptoms of depression from six months or more; de-
pression or anxiety/ depression as main symptom; score 14+ on BDI.

Excluded: Severe depression or anxiety; anxiety only; drug or alcohol problems; psychotic or suicidal;
chronic depression (five years+); heartsink; therapy in last six months.

Age: Treatment = mean 42; Control = mean 44

Gender: Treatment =78/92 (85%) F

Control=67/89 (75%) Female

Class: Treatment = 20% manual; 34% non manual; 20% retired; 26% unemployed Control = 19% manu-
al; 36% non manual; 19% retired; 26% unemployed.

Ethnicity: not reported

Setting: nine practices
Region: Derbyshire, UK.

Interventions

Treatment = Psychodynamic or non-directive counselling
Control = Routine GP care

Duration:
Treatment = Mean 6 sessions of 55 mins (range 1 - 16).
Control =4 GP consultations

Outcomes Beck Depression Inventory; Social Adjustment Schedule; Inventory of interpersonal problems; Social
Adjustment Scale; Duke Social Support scale. Cost effectiveness analysis.

Notes

Risk of bias

Bias Authors' judgement  Support for judgement

Random sequence genera-  Low risk Random number tables

tion (selection bias)

Allocation concealment Low risk Details given to health authority personnel who undertook randomisation

(selection bias)

Blinding of participants High risk Participants and personnel could not be blinded, outcome likely to be influ-

and personnel (perfor- enced by lack of blinding

mance bias)

All outcomes

Blinding of outcome as- High risk Self report and likely to be influenced by lack of blinding, assessor potentially

sessment (detection bias)
Patient reported out-
comes

blind at first follow up, but blinding not always possible at subsequent follow
up
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Simpson 2000 (Continued)

Blinding of outcome as- Low risk Data extracted from medical records and self report
sessment (detection bias)
Health care utilisation

Incomplete outcome data Unclear risk Follow up at 6 months was 89% (82/92 treatment and 79/89 control), at 12
(attrition bias) months 79% (75/92 treatment and 68/89 control), 60% (54/92 treatment and
All outcomes 55/89 control), no reasons for missing data provided

Selective reporting (re- Unclear risk No protocol available

porting bias)

Other bias Unclear risk Insuficient information available to assess

Characteristics of excluded studies [ordered by study ID]

Study Reason for exclusion
Ali 2003 Training did not meet requirements of the review
Ali 2010 Training did not meet requirements of the review
Anderson 1979 No random allocation
Appleby 1997 Cognitive-behavioural therapy
Appleby 2003 Training did not meet requirements of the review
Arn 1989 Population with psychosomatic disorders
Asarnow 2005 Cognitive-behavioural therapy and collaborative care intervention
Ashurst 1983 Training did not meet requirements of the review
Baas 2010 Cognitive-behavioural therapy
Bakker 2006 Training did not meet requirements of the review
Barrett 1999 Problem solving therapy
Barsky 2004 Cognitive-behavioural therapy
Bellamy 2000 No random allocation
Bennun 1984 Not primary care based
Benson 1988 Group therapy
Berardi 2009 Interpersonal counselling. Training did not meet requirements of the review
Blakey 1986 Cognitive-behavioural therapy. No random allocation
Blanchard 1995 Nurse intervention involving counselling. Training did not meet requirements of the review
Blay 2002 Psychodynamic therapy. Not primary care based
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Study

Reason for exclusion

Blomhoff 2001

Cognitive-behavioural therapy

Bolton 2001

Cognitive-behavioural therapy

Booth 1997

No random allocation

Brantley 1986

Cognitive-behavioural therapy

Brodaty 1983 Psychodynamic therapy

Brody 1990 GP counselling. Training did not meet requirements of the review
Brouwers 2006 Education and problem solving

Brown 2004 Psychoeducational therapy. Not primary care based.

Browne 2002 Interpersonal therapy

Catalan 1984

Problem solving therapy

Catalan 1991

Problem solving therapy

Chabrol 2002

Counselling included supportive therapy, education and cognitive-behavioral therapy

Conradi 2007

Psychoeducational therapy and cognitive-behavioural therapy

Cooper 1975 Social work counselling
Cooper 1997 Training did not meet requirements of the review
Cooper 2003 Generic mental health intervention. Training did not meet requirements of the review

Corney 1984

Social work counselling. Training did not meet requirements of the review

Crowe 1978 Not primary care based

de Groot 2007 Cognitive-behavioural counselling. Training did not meet requirements of the review
de Klerk 2005 Experiential psychosocial therapy. Not primary care based

Dowling 2006 Not primary care based

Dowrick 2000 Problem solving therapy

Driessen 2007

Not primary care based

Earll 1982 Cognitive-behavioural therapy
Escobar 2007 Cognitive-behavioural counselling. Population with medically unexplained symptoms
Finney 1989 Cognitive-behavioural therapy
Finney 1991 Cognitive-behavioural therapy

Freeman 2008

Individual supportive psychotherapy for all patients. Not primary care based
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Garcia 2007 Primary bereavement care by family physicians
Gath 1986 Problem solving therapy

Glavin 2010 Training did not meet requirements of the review

Goldman 2006

Not primary care based

Gournay 1994

Community psychiatric nurse counselling. Training did not meet requirements of the review

Greasley 2005

No random allocation

Greenberg 1998

Not primary care based

Guthrie 2004

No random allocation

Hansson 2008

Group based patient education and support

Hawton 1987

Not primary care based

Hebert 1994 Not primary care based

Hellman 1990 Cognitive-behavioural therapy. Population with psychosomatic complaints
Holden 1989 Nurse counselling. Training did not meet requirements of the review
Honey 2002 Psychoeducational therapy

Huibers 2004

Cognitive-behavioural therapy. Training did not meet requirements of the review. Population with
fatigue

Hunt 2001

Structured problem solving therapy

Hunter 1995

Problem solving therapy

Huygen 1983

No random allocation

Judd 2001

Interpersonal counselling and cognitive-behavioural therapy

Karlberg 1998

Population with psychosomatic disorders

Kashner 1995 Consultation-liaison intervention

Katon 1992 Consultation-liaison intervention

Katon 1995 Consultation-liaison intervention

Katon 1996 Consultation-liaison intervention, cognitive-behavioural therapy
Kendrick 2005 Problem solving and generic nurse care

Kessler 2009

Cognitive-behavioural therapy

Kilfedder 2010

Occupational medicine. Not primary care based
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King 1994 Training did not meet requirements of the review

King 2002 Cognitive-behavioural therapy

Kiossis 2010 Cognitively impaired population. Not primary care based

Klerman 1996

Interpersonal counselling. Training did not meet requirements of the review

Kocken 2008 Health education. Population with psychosomatic complaints
Kolk 2004 Population with medically unexplained physical symptoms
Konzag 2006 Not primary care based

Kool 2003 Not primary care based

Kupshik 1999

Guided bibliotherapy

Kuyken 2008 Cognitive-behavioural therapy
Lang 2003 Cognitive-behavioural therapy
Lang 2006 Problem-solving therapy

le Grange 2007

Not primary care based

Lidbeck 1997 Cognitive-behavioural therapy

Liu 2007 Problem-solving therapy, consultation liaison

Lofvander 1997 Population with pain for rehabilitation

Lynch 1997 Problem solving therapy

Lyon 1993 No random allocation

MacCarthy 1989 Not primary care based. Training did not meet requirements of the review
Machado 2007 Population with pain. Not primary care based.

Maina 2005 Not primary care based

Maisiak 1996 Population with psychosomatic disorders. Not primary care based
Malt 1999 GP counselling. Training did not meet requirements of the review
Mann 1998 Consultation-liaison intervention

Manne 2007 Not primary care based

Marks 1985 Cognitive-behavioural therapy

MclLeod 1997

Cognitive-behavioural therapy

Menchetti 2010

Interpersonal counselling. Training did not meet requirements of the review
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Milgrom 2005

Postnatal population. Unclear if training met requirements of the review

Miranda 1994

Cognitive-behavioural therapy

Mohr 2005

Cognitive-behavioural therapy

Moldenhauer 2004

Cognitive-behavioural therapy

Molenaar 2007

Not primary care based

Morrell 2009

Training did not meet requirements of the review

Mossey 1996

Interpersonal counselling. Not primary care based

Munoz 1995

Cognitive-behavioural therapy

Mynors-Wallis 1995

Problem solving therapy

Mynors-Wallis 1997

Problem solving therapy

Mynors-Wallis 2000

Problem solving therapy

Nettleton 2000

No random allocation

O'Leary 2003

Not primary care based. Unclear if training met requirements of the review

Oxman 2008

Problem solving therapy

Padfield 1975

Not primary care based. Unclear if training met requirements of the review

Patel 2010

Collaborative care intervention

Pauntat 1990

Not primary care based

Paykel 1982 Not primary care based

Power 1989 Cognitive-behavioural therapy
Power 1990 Cognitive-behavioural therapy
Power 2000 Cognitive-behavioural therapy

Raphael 1977

Not primary care based

Richards 2003

Guided bibliotherapy

Ridsdale 2001

Population with chronic fatigue. Training did not meet requirements of the review

Ridsdale 2004

Population with chronic fatigue. Cognitive-behavioural therapy

Robson 1984

Cognitive-behavioural therapy

Ross 1985

Cognitive-behavioural therapy

Ryan 2005

Psychoeducation. Not primary care based
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Study

Reason for exclusion

Saarijarvi 1991

Population with chronic pain

Schilte 2001

Training did not meet requirements of the review

Schmaling 2002

Problem solving therapy

Schreuders 2007

Problem solving therapy

Schulberg 1996

Interpersonal therapy

Schiitzmann 2010

Not primary care based

Scott 1992 Spcial case work and cognitive-behavioural therapy. Training did not meet requirements of the re-
view

Scott 1997 Cognitive-behavioural therapy

Serfaty 2009 Talking control

Sharp 1997 Cognitive-behavioural therapy

Sharp 2000 Cognitive-behavioural therapy

Sharp 2004 Cognitive-behavioural therapy

Sharp 2010 Training did not meet requirements of the review

Simon 2004 Cognitive-behavioural therapy

Simons 2001 Listening visits. Training did not meet requirements of the review

Simpson 2003

No random allocation. No patient outcomes

Spurgeon 2005

No random allocation. Cognitive-behavioural counselling.

Stanley 1996

Not primary care based. Training did not meet requirements of the review

Stanley 2003

Cognitive-behavioural therapy

Stanton 1998

Nurse counselling. Training did not meet requirements of the review

Sumathipala 2000

Cognitive-behavioural therapy

Sutcliffe 1988

Carers of patients with dementia. Counselling involved CBT. Unclear if training met requirements of
the review

Teasdale 1984

Cognitive-behavioural therapy

Tutty 2000

Cognitive-behavioural therapy

van Boeijen 2005

Cognitive-behavioural therapy and guided self help

van Eijk 2004

COPD and diabetes population. Training did not meet requirements of the review

Viney 1995

Not primary care based. Training did not meet requirements of the review
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Study Reason for exclusion

Vinnars 2005 Dynamic psychotherapy. Not primary care based

Walsh 2004 Cognitive-behavioural therapy

Watson 2003 Not primary care based.

Wells 2001 Cognitive-behavioural therapy

Wickberg 1996 Nurse counselling. Training did not meet requirements of the review
Willemse 2004 Guided bibliotherapy

Characteristics of ongoing studies [ordered by study ID]

MacPherson 2009

Trial name or title ACUDEP

Methods RCT

Participants Patients with depression

Interventions Acupuncture, counselling and usual care
Outcomes Depression and other self report outcomes, costs
Starting date 2009

Contact information hm18@york.ac.uk

Notes

DATA AND ANALYSES

Comparison 1. Counselling compared with usual GP care (short term)

Outcome or subgroup title No. of No. of Statistical method Effect size
studies partici-
pants
1 Mental health 6 772 Std. Mean Difference (IV, Fixed, 95% Cl) -0.28[-0.43,-0.13]
2 Social function 3 386 Std. Mean Difference (IV, Fixed, 95% Cl) -0.09[-0.29, 0.11]
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Analysis 1.1. Comparison 1 Counselling compared with usual GP care (short term), Outcome 1 Mental health.

Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference

N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
Boot 1994 67 6.2(7) 41 10.6 (9) _— 13.91% -0.55[-0.95,-0.16)
Friedli 1997 59 11.7(7.7) 51 15.6 (10.5) e 15.17% -0.43[-0.8,-0.05]
Harvey 1998 7 7.3(4.6) 38 8.2(5.1) —T 14.38% -0.2[-0.59,0.19]
Hemmings 1997 114 1(0.7) 40 1(0.8) — 16.8% -0.07[-0.43,0.29]
King 2000 62 11.5(7.7) 62 17.2(11.9) — 16.9% -0.57[-0.92,-0.21]
Simpson 2000 82 16 (9.3) 79 16 (8.1) — 22.84% 0[-0.31,0.31]
Total *** 461 311 <& 100% -0.28[-0.43,-0.13]
Heterogeneity: Tau?=0; Chi*=9.46, df=5(P=0.09); 1*=47.16%
Test for overall effect: Z=3.68(P=0) ‘ ‘ ‘

Counselling 1 05 0 05 GP Care

Analysis 1.2. Comparison 1 Counselling compared with usual GP care (short term), Outcome 2 Social function.

Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% Cl
Friedli 1997 59 2.2(0.5) 51 2.3(0.6) — 28.36% -0.18[-0.56,0.19]
King 2000 61 2.2(0.5) 54 2.2(0.7) —_— 29.76% -0.12[-0.49,0.24]
Simpson 2000 82 2.4(0.6) 79 2.4(0.5) — 41.89% 0[-0.31,0.31]
Total *** 202 184 N 100% -0.09[-0.29,0.11]
Heterogeneity: Tau?=0; Chi*=0.58, df=2(P=0.75); 1>=0%
Test for overall effect: Z=0.86(P=0.39)
Counselling -1 -0.5 0 0.5 1 GPcCare
Comparison 2. Counselling compared with usual GP care (long term)
Outcome or subgroup title No. of No. of Statistical method Effect size
studies partici-
pants
1 Mental health 4 475 Std. Mean Difference (1V, Fixed, 95% Cl) -0.09 [-0.27,0.10]
2 Social function 3 369 Std. Mean Difference (IV, Fixed, 95% Cl) -0.12[-0.33, 0.08]

Analysis 2.1. Comparison 2 Counselling compared with usual GP care (long term), Outcome 1 Mental health.

Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% CI
Friedli 1997 62 9.7 (8.5) 55 13.5(10.7) —_— 25.7% -0.39[-0.76,-0.03]
Hemmings 1997 76 1(0.8) 24 1(0.8) 16.41% 0[-0.46,0.46]
King 2000 58 11.1(9.3) 57 10.2 (8.5) L E— 25.82% 0.1[-0.27,0.47]
Simpson 2000 75 15(9.8) 68 15.3 (8.6) + 32.07% -0.03[-0.36,0.3]
Counselling -1 -0.5 0 05 1 GPCare
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Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% Cl
Total *** 271 204 * 100% -0.09[-0.27,0.1]

Heterogeneity: Tau?=0; Chi*=3.93, df=3(P=0.27); 1?=23.76% ‘
Test for overall effect: Z=0.9(P=0.37) ‘

Counselling -1 0.5 0 0.5 1 GPCare

Analysis 2.2. Comparison 2 Counselling compared with usual GP care (long term), Outcome 2 Social function.

Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
Friedli 1997 62 2(0.5) 55 2.2(0.5) — 31.33% -0.4[-0.76,-0.03]
King 2000 55 2.1(0.5) 54 2(0.6) s — 29.69% 0.22[-0.15,0.6]
Simpson 2000 75 2.3(0.6) 68 2.4(0.6) —— 38.98% -0.17[-0.49,0.16]
Total *** 192 177 . 100% -0.12[-0.33,0.08]
Heterogeneity: Tau?=0; Chi?=5.49, df=2(P=0.06); 1°=63.56%
Test for overall effect: Z=1.17(P=0.24)

Counselling -1 0.5 0 0.5 1 GPCare

Comparison 3. Counselling compared with usual GP care (very long term)

Outcome or subgroup title No. of No. of Statistical method Effect size
studies partici-
pants
1 Mental health 1 Std. Mean Difference (1V, Fixed, 95% Cl) Subtotals only
2 Social function 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 3.1. Comparison 3 Counselling compared with usual GP care (very long term), Outcome 1 Mental health.

Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% CI
Simpson 2000 54 13.5(8.8) 55 13.8(8.4) —0-‘— 0% -0.03[-0.41,0.34]
Counselling -1 0.5 0 05 1 GPcare

Analysis 3.2. Comparison 3 Counselling compared with usual GP care (very long term), Outcome 2 Social function.

Study or subgroup Counselling GP Care Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI| Fixed, 95% Cl
Simpson 2000 54 2.3(0.6) 55 2.4(0.5) —0—’— 0% -0.18[-0.56,0.2]
Counselling -1 0.5 0 0.5 1 GPcCare
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Comparison 4. Counselling compared with GP antidepressant treatment (short term)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 4.1. Comparison 4 Counselling compared with GP
antidepressant treatment (short term), Outcome 1 Mental health.

Study or subgroup Counselling GP antidepres- Std. Mean Difference Weight Std. Mean Difference
sant treatment
N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
Chilvers 2001 39 15.2 (11.6) 44 14.8 (10.1) —’-0— 0% 0.04[-0.39,0.47]
Counselling -1 0.5 0 0.5 1 GPantidepressant treatment

Comparison 5. Counselling compared with GP antidepressant treatment (long term)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 5.1. Comparison 5 Counselling compared with GP
antidepressant treatment (long term), Outcome 1 Mental health.

Study or subgroup Counselling GP antidepres- Std. Mean Difference Weight Std. Mean Difference
sant treatment
N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
Chilvers 2001 31 16.7 (11.5) 34 14.6 (13.1) —’—07 0% 0.17[-0.32,0.66]
Counselling -1 0.5 0 0.5 1 GPantidepressant treatment

Comparison 6. Counselling compared with CBT (short term, depressed patients)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only
Counselling for mental health and psychosocial problems in primary care (Review) 56
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Analysis 6.1. Comparison 6 Counselling compared with CBT
(short term, depressed patients), Outcome 1 Mental health.

Study or subgroup Counselling CBT Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% Cl
King 2000 112 12.3(8.5) 117 12.5(10) + 0% -0.02[-0.28,0.24]
Counselling -0.5 -0.25 0 025 0.5 CBT

Comparison 7. Counselling compared with CBT (long term, depressed patients)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 7.1. Comparison 7 Counselling compared with CBT
(long term, depressed patients), Outcome 1 Mental health.

Study or subgroup Counselling CBT Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% ClI
King 2000 102 11.2(9.1) 107 9.9 (10.2) —‘—.— 0% 0.13[-0.14,0.41]
Counselling -0.5 -0.25 0 0.25 0.5 CBT

Comparison 8. Counselling compared with CBT (short term, anxious patients)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 8.1. Comparison 8 Counselling compared with CBT
(short term, anxious patients), Outcome 1 Mental health.

Study or subgroup Counselling CBT Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% CI
Barrowclough 2001 24 17.5(12.2) 19 11.6(9.2) -‘—o— 0% 0.53[-0.09,1.14]
Counselling 105 0 05 1 CBT
Counselling for mental health and psychosocial problems in primary care (Review) 57
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Comparison 9. Counselling compared with CBT (long term, anxious patients)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 9.1. Comparison 9 Counselling compared with CBT
(long term, anxious patients), Outcome 1 Mental health.

Study or subgroup Counselling CBT Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% Cl Fixed, 95% Cl
Barrowclough 2001 23 17(10.9) 16 12.1(9.5) —’—0— 0% 0.47[-0.18,1.12]
Counselling 105 0 05 1 CBT

Comparison 10. Counselling compared with CBT (very long term, anxious patients)

Outcome or subgroup title No. of No. of par- Statistical method Effect size
studies ticipants
1 Mental health 1 Std. Mean Difference (IV, Fixed, 95% Cl) Subtotals only

Analysis 10.1. Comparison 10 Counselling compared with CBT
(very long term, anxious patients), Outcome 1 Mental health.

Study or subgroup Counselling CBT Std. Mean Difference Weight Std. Mean Difference
N Mean(SD) N Mean(SD) Fixed, 95% CI Fixed, 95% Cl
Barrowclough 2001 23 17.6 (12.4) 16 11.8(10.2) —’—o— 0% 0.49[-0.16,1.14]
Counselling 105 0 05 1 CBT

ADDITIONAL TABLES

Table 1. Sensitivity analyses

Compari- Comparison Sensi- Outcome Studies Partici- Effect estimate [95% ClI]
son titivity pants

analysis
number

Test for heterogeneity, 12

1.1.1 Counselling compared with usu-  Quality Mental 4 510 -0.27 [-0.45, -0.09]
al GP care (short term) -remov-  health
ing stud-
ies with .
inade- Chi2=6.31 df=3 p=0.10 I2
quate =52.4%

Counselling for mental health and psychosocial problems in primary care (Review) 58
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



- Coch rane Trusted evidence.
= . Informed decisions.
- Li b ra ry Better health.

Cochrane Database of Systematic Reviews

Table 1. Sensitivity analyses (continued)

conceal-
ment

1.1.2 Counselling compared with all
GP care (short term)

Usual
care -
includ-
ing study
with GP
antide-
pressant
arm

Mental
health

7

855

-0.24[-0.38,-0.10]

Chi2=11.29 df=6 p=0.08 I2
=46.8%

1.1.3 Counselling compared with usu-
al GP care (short term)

Chronic-
ity - re-
mov-
ing the
study
with pa-
tients
with
chron-
ic condi-
tions

Mental
health

611

-0.36[-0.53,-0.19]

Chi2=5.45 df=4 p=0.24 12
=26.6%

1.14 Counselling compared with usu-
al GP care (short term)

Quali-
ty and
chronic-
ity - re-
moving
stud-
ies with
inade-
quate
conceal-
ment
and
study
with pa-
tients
with
chron-
ic condi-
tions

Mental
health

3

349

-0.41[-0.62,-0.19]

Chi2=1.87 df=2 p=0.39 12=0.0%

1.1.5 Counselling compared with usu-
al GP care (short term)

Chronic-
ity - in-
cluding
study
with pa-
tients
with
chron-
ic condi-
tions on-
ly

Mental
health

1

161

0.00 [-0.31 t0 0.31]

NA

2.1.1 Counselling compared with usu-
al GP care (long term)

Quality
- remov-
ing stud-
ies with

Mental
health

3

375

-0.10[-0.31,0.10]
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Table 1. Sensitivity analyses (continued)

inade-
quate
conceal-
ment

Chi2=3.78 df=2 p=0.15 I2
=47.0%

2.1.2 Counselling compared with all
GP care (long term)

Usual
care -
includ-
ing study
with GP
antide-
pressant
arm

Mental 5
health

540

-0.05[-0.23,0.12]

Chi2=4.84 df=4 p=0.30 12
=17.4%

2.13 Counselling compared with usu-
al GP care (long term)

Chronic-
ity - re-
mov-
ing the
study
with pa-
tients
with
chron-
ic condi-
tions

Mental 3
health

332

-0.11[-0.34,0.11]

Chi2=3.79 df=2 p=0.15 I2
=47.2%

2.1.4 Counselling compared with usu-
al GP care (long term)

Quali-
ty and
chronic-
ity - re-
moving
stud-
ies with
inade-
quate
conceal-
ment
and
study
with pa-
tients
with
chron-
ic condi-
tions

Mental 2
health

232

-0.15[-0.40, 0.11]

Chi2=3.49 df=1 p=0.06 |2
=71.4%

2.15 Counselling compared with usu-
al GP care (long term)

Chronic-
ity - in-
cluding
study
with pa-
tients
with
chron-
ic condi-
tions on-
ly

Mental 1
health

143

-0.03 [-0.36 t0 0.30]

NA
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APPENDICES

Appendix 1. Update search strategies: MEDLINE, EMBASE, PsycINFO, CENTRAL (May 2011)
OVID MEDLINE was searched (2005 to May 2011) using the following terms:

[Condition]

1. mental disorders/ or exp adjustment disorders/ or exp anxiety disorders/ or exp mood disorders/ or neurotic disorders/
2. (anxi* or depress* or melancholi* or neuros* or neurotic or psychoneuro* or stress* or distress* or emotion*).tw.
3. affective symptom*.mp.

4.0r/1-3

[Intervention]

5. counseling/

6. counsel*.tw.

7. supportive adj2 (therap* or psychotherap®).tw.

8. humanistic.tw.

9. client adj (cent* or orient*).tw.

10. (non-directive or non directive).tw.

11. experiental.tw.

12. (insight or client) adj orient™.tw.

13. person adj (cent* or orient*).tw.

14. (nonprescriptive or non prescriptive).tw.

15. rogerian.tw.

16. or/5-15

[Setting]

17. exp primary health care/

18. physicians, family/

19. family practice/

20. general practice/ [New MeSH Term 2011]

21. general practitioners/ [New MeSH Term 2011]

22. (primary adj2 (care or health*)).tw.

23. ((general or family) adj (practice* or practitioner*)).tw.
24. (GP or GP’s).ab.

25. nurse practitioners/

26. primary care nursing/ [New MeSH Term 2011]

27. family nursing/

Counselling for mental health and psychosocial problems in primary care (Review) 61
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28. home nursing/
29. community mental health services/
30. community health nursing/

31. exp community health centers/

32. ((family or community or practice*) adj (medic* or doctor* or physician* or health* or nurs*)).tw.

33.((in or at or based or own) adj2 (home or homes)).ab.

34. exp private practice/

35. private practice*.tw.

36. ambulatory care/

37. (ambulatory adj2 care).tw.

38. ((antenatal or ante-natal) adj2 (care or clinic)).tw.

39.0r/17-38

[RCT Filter]

40. randomized controlled trial.pt.

41. controlled clinical trial.pt.

42. randomi#ed.ti,ab.

43. randomly.ab.

44. placebo.ab.

45. trial.ab.

46. groups.ab

47. (control* adj3 (trial or study)).ab;ti.

48. ((singl* or doubl* or tripl* or trebl*) adj3 (blind* or mask* or dummy)).mp.
49. (animals not (humans and animals)).sh.

50. 0r/40-48

51.50 not 49

[Update Search 2005 to 2011]

52.(2005* or 2006* or 2007 or 2008* or 2009* or 2010* or 2011*).ed,yr.
[Combine Sets]

53.(4and 16 and 39 and 51 and 52)

OVID EMBASE was searched (2005 to May 2011) using the following terms:
[Condition]

1. mental disease/ or adjustment disorder/ or exp anxiety disorder/ or exp neurosis/
2. exp "psychological and psychiatric procedures, techniques and concepts"/
3. exp mood disorder/

4. exp stress/

Counselling for mental health and psychosocial problems in primary care (Review)
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5. exp emotion/

6. emotional disorder/

7. anxiety/

8. (anxi* or depress* or melancholi* or neuros* or neurotic or psychoneuro* or stress* or distress* or emotion*).tw.
9.0r/1-8

[Intervention]

10. exp counseling/

11. counsel*.tw.

12. (supportive adj2 (therap* or psychotherap®)).tw.

13. humanistic.mp.

14. (client adj (cent™ or orient™)).tw.

15. (non-directive or non directive).tw.

16. experiental.tw.

17. ((insight or client) adj orient™).tw.

18. (person adj (cent* or orient*)).tw.

19. (nonprescriptive or non prescriptive).tw.

20. rogerian.tw.

21.0r/10-20

[Setting]

22. exp primary health care/

23. exp professional practice/

24. physician/ or general practitioner/

25. (primary adj2 (care or health*)).tw.

26. ((general or family) adj (practice* or practitioner*)).tw.

27. (GP or GP's).tw.

28. community health nursing/ or community psychiatric nursing/
29. exp nurse practitioner/

30. ((family or community or practice*) adj (medic* or doctor* or physician* or health* or nurs*)).tw.
31 ((in or at or based or own) adj2 (home or homes)).ab.

32. private practice*.tw.

33. exp ambulatory care/

34. (ambulatory adj2 care).tw.

35. ((antenatal or ante-natal or prenatal or pre-natal) adj2 (care or clinic)).tw.
36.0r/22-35

[RCT Filter]
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37. randomized controlled trial.de.

38. randomization.de.

39. placebo.de.

40. placebo$.ti,ab.

41. randomi#ed.ti,ab.

42.randomly.ab.

43, ((singl$ or doubl$ or trebl$ or tripl$) adj3 (blind$ or mask$ or dummy)).mp.
44, factorial$.ti,ab.

45. allocat$.ti,ab.

46. assign$.ti,ab.

47. volunteerS.ti,ab.

48. crossover procedure.de.

49. (crossovers$ or cross over$).ti,ab.

50. (quasi adj (experimental or randoms$)).mp.

51. (control$ adj3 (trial$ or study or studies or group$)).ti,ab.

52. ((animal or nonhuman) not (human and (animal or nonhuman))).de.
53. 0r/37-51

54.53 not 52

[Update Search 2010 to 2011]

55. (2005* or 2006* or 2007* or 2008* or 2009* or 2010* or 2011*).em,yr.
[Combine Sets]

56. (9 and 21 and 36 and 54 and 55)

OVID PsycINFO was searched (2005 to May 2011) using a more sensitive set of terms (the search was not restricted by condition)
[Intervention]

1. exp counseling/

2. exp counselors/

3. counsel*.mp.

4. supportive psychotherapy/

5. (supportive adj2 (therap* or psychotherap*)).tw.

6. humanistic psychotherapy/ or client centered therapy/ or exp humanistic psychology/
7. humanistic.tw.

8. (client adj (cent* or orient™)).tw.

9. (non-directive or non directive).tw.

10. exp experiential learning/
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11. experiential psychotherapy/

12. experiental.tw.

13.insight therapy/

14. ((insight or client) adj orient™).tw.

15. (person adj (cent* or orient*)).tw.

16. (nonprescriptive or non prescriptive).tw.

17. rogerian.tw.

18. "rogers (carl)"/

19.0r/1-18

[Setting]

20. family medicine/ or family physicians/ or general practitioners/
21. primary health care/

22. (primary adj2 (care or health*)).tw.

23. ((general or family) adj (practice* or practitioner*)).tw.
24. (GP or GP's).tw.

25. community mental health/ or community mental health centers/ or community mental health services/ or community psychiatry/ or
community psychology/

26. home care/ or home visiting programs/ or homebound/

27. outreach programs/

28. ((family or community or practice*) adj (medic* or doctor* or physician* or health* or nurs*)).tw.
29. ((in or at or based or own) adj2 (home or homes)).ab.

30. private practice*.mp.

31. (ambulatory adj2 care).tw.

32. ((antenatal or ante-natal or prenatal or pre-natal) adj2 (care or clinic)).tw.
33. walk in clinics/ or crisis intervention services/

34. 0r/20-33

[RCT Filter]

35. treatment effectiveness evaluation.sh.

36. clinical trials.sh.

37. mental health program evaluation.sh.

38. placebo.sh.

39. placebo$.ti,ab.

40. randomly.ab.

41. randomit#ed.ti,ab.

42. trial.ti,ab.

Counselling for mental health and psychosocial problems in primary care (Review) 65
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



- Coch rane Trusted evidence.
= . Informed decisions.
] Ll b ra ry Better health.

Cochrane Database of Systematic Reviews

43, ((singl$ or doubl$ or trebl$ or tripl$) adj3 (blind$ or mask$ or dummy)).mp.
44, (control$ adj3 (trial$ or study or studies or group$)).ti,ab.

45, factorialS.ti,ab.

46. allocatS$.ti,ab.

47. assign$.ti,ab.

48. volunteer$.ti,ab.

49. (crossovers$ or cross over$).ti,ab.

50. (quasi adj (experimental or randoms)).mp.

51."2000".md.

52.0r/35-51

[Update Search 2010 to 2011]

53. (2005* or 2006* or 2007* or 2008 or 2009* or 2010* or 2011*).an,up,yr.
[Combine Sets]

54. (19 and 34 and 52 and 53)

The Cochrane Central Register of Controlled Trials (CENTRAL), Issue 2, 2011 was searched using the following terms:

#1 MeSH descriptor Mental Disorders, this term only

#2 MeSH descriptor Adjustment Disorders explode all trees
#3 MeSH descriptor Anxiety Disorders explode all trees

#4 MeSH descriptor Mood Disorders explode all trees

#5 MeSH descriptor Neurotic Disorders, this term only

#6 MeSH descriptor Affective Symptomes, this term only

#7 (anxi* or depress* or melancholi* or neuros* or neurotic or psychoneuro* or stress* or distress* or emotion*)

#8 (#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7)

#9 MeSH descriptor Counseling explode all trees
#10 counsel*

#11 (supportive NEAR/3 therap*) or (supportive NEAR/3 psychotherap*)
#12 humanistic

#13 (client NEXT cent*) or (client NEXT orient*)
#14 (non-directive or (non NEXT directive))

#15 experiental

#16 (insight NEXT orient*) or (client NEXT orient*)
#17 (person NEXT cent*) or (person NEXT orient*)
#18 (nonprescriptive or (non NEXT prescriptive))

#19 rogerian 44

Counselling for mental health and psychosocial problems in primary care (Review)
Copyright © 2011 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

66



: Cochrane Trusted evidence.
= L- b Informed decisions.
1 iprary Better health. Cochrane Database of Systematic Reviews

#20 (#9 OR#10 OR #11 OR #12 OR #13 OR #14 OR #15 OR #16 OR #17 OR #18 OR #19)

#21 MeSH descriptor Primary Health Care

#22 MeSH descriptor Primary Care Nursing, this term only [New MeSH Term 2011]
#23 MeSH descriptor Home Nursing, this term only

#24 MeSH descriptor Family Nursing explode all trees

#25 MeSH descriptor Physicians, Family, this term only

#26 MeSH descriptor Physicians, Primary Care, this term only

#27 MeSH descriptor General Practice explode all trees [New MeSH Term 2011]
#28 MeSH descriptor General Practitioners, this term only [New MeSH Term 2011]
#29 (primary NEAR/3 care) or (primary NEAR/3 health*)

#30 (general NEXT practi*) or (family NEXT practi*)

#31GP or GP's

#32 MeSH descriptor Nurse Practitioners, this term only

#33 MeSH descriptor Community Mental Health Services, this term only

#34 MeSH descriptor Community Health Nursing, this term only

#35 MeSH descriptor Community Health Centers explode all trees

#36 (family or community or practice*) and (medic* or doctor* or physician* or health* or nurs*)
#37 (home or homes)

#38 MeSH descriptor Private Practice explode all trees

#39 (private NEXT practice*)

#40 MeSH descriptor Ambulatory Care, this term only

#41 (ambulatory NEAR/3 care)

#42 (antenatal NEAR/3 care) or (ante-natal NEAR/3 care) or (antenatal NEAR/3 clinic) or (ante-natal NEAR/3 clinic)

#43 (#21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 OR #33 OR #34 OR #35 OR #36 OR #37 OR
#38 OR #39 OR #40 OR #41 OR #42)

#44 (#8 AND #20 AND #43), from 2005 to 2011

Appendix 2. Search strategies for earlier versions of this review

Details of the search for the first version of the review, published 2001.

1. Electronic searching of databases. A qualified librarian assisted researchers with electronic searches of several databases: MEDLINE,
EMBASE, AMED, ASSIA, HLPA/HEALTHSTAR, DHSS DATA, DARE, NHSeed, HELMIS, ECONLIT and CINAHL. Searches commenced in 1996 and
were updated throughout the review.

2. Specialised databases were searched including PSYCLIT and COUNSEL.LIT. Searches commenced in 1996 and were updated throughout
the review period.

3. Hugh McGuire, Cochrane Collaboration Depression, Anxiety and Neurosis (CCDAN) Trials Co-ordinator, searched the Cochrane Controlled
Trials Register on the Cochrane Library, 1997; Issue 2. In addition, the CCDAN Review Group trials register was searched.

3. Handsearching of a specialist counselling journal was undertaken by one of the reviewers (NR), in consultation with the Baltimore
Cochrane Centre, which is co-ordinating the development of the International Register of Clinical Trials for the Collaboration, including
the co-ordination of handsearching efforts.
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4. Grey literature (e.g., Conference proceedings, dissertations, government documents, internal reports, agency reports) was searched.
The grey literature database, SIGLE, was searched electronically, as was DISS (Dissertations Index).

5. Reference lists from books, journal publications and grey literature were scanned, and references followed up.

6. Personal communication. The researchers contacted subject experts and CCDAN members to identify further published or unpublished
controlled trials.

SEARCH TERMS

The electronic search of databases was comprehensive. The breadth of the key word search (terms for counseling/psychotherapy in
general practice/primary care) meant that the reviewers identified many studies that were not controlled trials. The key word search was
deliberately not restricted to methodological key words, because it was anticipated that some controlled trials would be missed due to
poor indexing. Moreover, given the range of patients that counsellors treat, and the range of professionals who offer counselling, a broad
search strategy was considered essential in order to include all relevant trials. DARE (Database of Reviews of Effectiveness) and NHSeed
(NHS Economic Evaluations database) were searched at the outset of the Review (1996) and again in 1998. Both databases are produced
by the NHS Centre for Reviews and Dissemination at York, England.

Search update 2001

For the first update of the review (May 2001), searches were restricted to those databases judged to be high yield in the first version of the
review: MEDLINE, EMBASE, PSYCLIT and CINAHL, the Cochrane Controlled Trials register and the CCDAN trials register. These databases
were searched using the same keywords, from the date of the original searches to June 2001.

Search update 2005

For the second update of the review, searches were conducted on MEDLINE, EMBASE, PsycINFO, CINAHL, the Cochrane trials register and
the CCDAN trials register (25-10-2005).

For a comprehensive list of search terms used, see previous versions of this review (available on the Cochrane Library).

WHAT'S NEW

Date Event Description
14 July 2011 New search has been performed Review updated to include one new study.
14 July 2011 New citation required but conclusions Review updated with new methodology, including changing the
have not changed title to reflect handbook guidance. In addition two new authors
were added.
HISTORY

Protocol first published: Issue 1, 1998
Review first published: Issue 1,2001

Date Event Description
1 November 2008 Amended Converted to new review format.
24 May 2006 New citation required and conclusions Substantive amendment

have changed

CONTRIBUTIONS OF AUTHORS

Forthe 2011 update, PB conducted the searches (with specialist assistance from Sarah Dawson), assessed studies for inclusion, conducted
risk of bias assessments, and wrote the update report. NR assessed studies for inclusion. SK and PC assessed studies for inclusion,
conducted risk of bias assessments, and commented on drafts of the update report.
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DIFFERENCES BETWEEN PROTOCOL AND REVIEW

The 2011 update of the review added two new authors (SK and PC) involved in study selection, risk of bias assessment and commenting
on the updated review.

The 2011 update also involved updating the methods of the review to reflect the standards set out in the latest version of the Cochrane
Handbook (Higgins 2008), including most notably risk of bias assessments. Additional detail added to methods section on dealing with
missing data.

NOTES
Title changed August 2011. Previous title: Effectiveness and cost effectiveness of counselling in primary care
INDEX TERMS

Medical Subject Headings (MeSH)

*Primary Health Care [economics]; *Psychotherapy [economics]; Cost-Benefit Analysis; Counseling; Family Practice [economics];
Patient Satisfaction; Randomized Controlled Trials as Topic

MeSH check words

Female; Humans; Male
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